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TRANSACTIONS 

OF TrfE 

SECTION ON GYNECOLOGY 

COLLEGE OF PHYSICIANS OF PHILADELPHIA. 



Meeting of January 20, 1898. 
J. M. Baldy, M.D., in the Chair. 
Dr. G. M. Boyd read a paper upon 

TWO SUCCESSFUL CESAREAN SECTIONS. 

Case I. A Second Elective Cesarean Section for Rachitic 
Flat Pelvis. — Mrs. C, married, age 30 years, was admitted 
to the Philadelphia Lying-in Charity, August, 1897. She was 
pregnant for the second time and well advanced in the last 
month of gestation, having seen her last sick period November 
9, 1896. She began to menstruate at her fourteenth year, the 
flow being normal. Although slight in build, being only five 
feet in height and of rachitic type, she has always been healthy. 
In September, 1892, five years before she came under my care^ 
she was delivered in the Kensington Hospital for Women by 
Dr. C P. Noble, he performing the elective Cesarean section. * 

The following are some notes from the report of this opera- 
tion: **Mrs. C, age 25, primipara; menstruated last, Decem- 
ber 20, 1891. She consulted me late in February to learn 
whether she was pregnant. The examination showed that she 
was pregnant, and also that the pelvis was markedly con- 
tracted. A careful examination was made, with the following 
result: Height five feet, build slender, moderate lateral curva- 
' Annals of Gynecology and Pediatrics, January, 1898. 
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ture of the pelvis, * pigeon breast,^ but no other well-marked 
sign of rickets. The pelvic measurements are: intraspinous, 
27.5 centimetres; intracrystal, 28.5 centimetres; external con- 
jugate, 17.5 centimetres; diagonal conjugate, 8.75 centimetres; 
true conjugate, 6.75 centimetres, or 2i inches. The diagnosis 
made was scolio-rachitic flat pelvis. Mrs. C. was advised to 
return when seven months pregnant, so that the question of 
the induction of premature labor could be determined, as 
against permitting her to go to term to be delivered by Cesa- 
rean section. She did not return, however, until the thirty- 
sixth week of pregnancy. In my judgment the baby was too 
large to admit of its delivery alive. At this time I asked Drs. 
Boyd, Harris, and Parish to see her. All agreed that delivery 
per vias naturales of a living child was impossible, and the 
Cesarean operation was determined upon. 

" Symphyseotomy was considered, but rejected on the ground 
that the pelvic deformity was extreme for the operation. In 
addition I felt quite satisfied that the mother and child could 
be saved by the Cesarean operation, and feared that it might 
be necessary to sacrifice the child if symphyseotomy were done." 

The operation was performed September 28, 1892, at which 
I assisted. The puerperium was uneventful, and the mother 
and child left the hospital in good condition. 

With the history of this artificial delivery and the patient 
again in the last week of gestation, a second Cesarean opera- 
tion seemed to be the only procedure for a successful termina- 
tion of the case. The staff of the hospital agreed with me in 
this opinion. Examination of the patient proved the fetus to 
be of good size, presenting by its pelvic pole. The following 
measurements were made : circumference of pelvis, 90 centi- 
mietres; circumference of abdomen, 86 centimetres; distance of 
fundus above symphysis, 31 centimetres ; intraspinous, 27 cen- 
timetres ; intracrystal, 28 centimetres ; external conjugate, 
17 cemimetres ; diagonal conjugate, 8.5 centimetres ; true con- 
jugate, 7 centimetres. 

After having explained to the patient the gravity of her con- 
dition, and having gained her consent, she was taken to the 
operating room on August 12, 1897. Under ether narcosis, 
and with the direct assistance of Dr. Oliver Hopkinsdn, a free 
incision was made through the abdominal wall to the side of 
the old linear scar. Several omental adhesions were now 
loosened ; then it was found that the uterus and abdominal 
wall were firmly united at the lower angle of the old incision. 
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The uterus showed no evidence of the result of the first opera- 
tion. The silk sutures used could not be found. Although 
this strong attachment between uterus and abdominal wall 
interfered with the compression of the lower segment of the 
uterus in case of hemorrhage, it did not seem wise to make the 
dissection. A clean incision was now made, parallel with the 
long axis of the uterus, just sufficiently large to permit the ex- 
traction of its contents. 

The fetus, presenting by its pelvic extremity, was now slowly 
delivered, head first. Then, allowing the uterus to contract 
upon its contents, the placenta and membranes were slowly 
removed. The cavity of the uterus was now flushed with hot 
water and wound closed with twelve interrupted through-and- 
through silk sutures just escaping the mucosa. The perito- 
neum was also flushed with hot water and the wound closed 
with interrupted silk sutures A sterile gauze pad covering 
the izioiaion and a pressure bandage completed the dressing. 
The infiaat, a vigorous female, weighed 7i pounds. Its 
length was 61 centimetres. Measurements of fetal head were 
as follows: suboccipito-bregmatic diameter, 9.5 centimetres; 
occipito-f rental diameter, 11.5 centimetres; occipito-mental 
diameter, 14.5 centimetres; biparietal diameter, 9.5 centime- 
tres; circumference, 34 centimetres. The puerperium was 
uneventful. 

On the thirteenth day the wound was first examined and the 
stitches removed. Lactation was early established, and thirty 
days after the operation mother and child left the hospital in 
good condition. On January 12, 1898, five months after the 
operation, I saw Mrs. C. and examined her. She is in very 
good condition, able to attend to her household duties and care 
for her two children. 

Case II. Cesarean Section for Coxalgic Pelvis. — Mrs. F. 
was referred to the Medico-Chirurgical Maternity in October, 
1897, by Dr. R. M. Quig, of Honey Grove, Pa. She is an 
American, married, age 24 years ; a secundipara in the last 
month of gestation. Her menstrual history began at her sev- 
enteenth year, the period always painful, irregular, lasting six 
days. Her father is living, her mother died of tuberculosis ; 
she has one brother and one sister, both living. She has had 
the usual diseases of childhood. When she was 3 years old 
fihe had scrofula, and at her fifth year developed hip joint dis- 
ease, which resulted in ankylosis of the hip joint. She went 
about on crutches until her twelfth year. In June, 1896, after 
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being three days in labor, she was finally delivered of her first 
child by craniotomy. 

After this operation her menstrual periods did not return. 
She was treated for supposed ovarian disease until June, 1897, 
at which time a second pregnancy revealed itself in quickening. 

Examination of the patient on admission to the hospital 
proved her to be pregnant, near term. She is five feet in 
height, and in standing posture the right leg was partly flexed 
and ankylosed, the heel being three inches from the floor. The 
abdomen was large and pendulous; the fetal ovoid, presenting 
by its cephalic pole, was freely movable in the false pelvis and 
resting in the right iliac cavity. The pelvis was obliquely con- 
tracted, with the right crest of the ilium higher than the left. 

The following measurements were made : intraspinous mea- 
surement, 23 centimetres ; intracrystal measurement, 26 centi- 
metres ; right oblique, 20 centimetres ; left oblique, 22 centi- 
metres ; external conjugate, 18 centimetres; true conjugate, 
8.5 centimetres. 

Internal examination revealed the fact that the pelvis was 
greatly deformed and that the head was freely movable above 
the brim. With the history of a diflScult cephalotripsy and the 
patient desiring a living child, we decided upon a. Cesarean 
section. It was our purpose to perform the elective operation, 
and arrangements were made accordingly for the following 
day; but during the night the patient fell in labor, and I was 
not notified of it until the following morning, when I found 
her in active pain. Operation was performed October 16, 1897, 
at 1 P.M., the patient having been in labor ten hours with no 
advance of the presenting part. With the assistance of Drs. 
Schell and Earnhardt a free abdominal incision was made, 
then a second incision into the uterus longitudinally to its long 
axis. This incision was accompanied with a free hemorrhage, 
owing to the fact that we had cut down upon the placental site. 
The placenta was now stripped from the left and lower side of 
wound. The membranes were ruptured, and slowly the infant 
was removed by the feet. It was slightly asphyxiated, owing 
to the pressure occasioned by the futile efforts of the uterus to 
expel its contents. The infant was a female weighing eight 
and three-quarter pounds. The uterus, with the aid of a hot 
douche, rapidly contracted on its contents, and by compressing 
the lower segment the hemorrhage became less alarming. A 
second hot intrauterine douche was now given to wash away 
the clotting blood. The uterine incision was now carefully 
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repaired with interrupted fine Chinese silk; then the abdominal 
wall was repaired in the same manner with silkworm-gut 
sutures. The patient made a rapid recovery and in four weeks 
left the hospital with her nursing infant. 

The first case reported is of interest in that the patient has 
two living children, the result of the elective operation. Even 
if the pelvic measurements had been more favorable, with the 
breech presenting, symphyseotomy would not have been pru- 
dent. In the second case the indication for the operation was 
an unusual one — an obliquely contracted pelvis resembling 
somewhat the true Naegele pelvis. An interesting step in this 
operation was the complication encountered in cutting down 
upon the placental site. By separating the placenta on one 
side, the fetal circulation was retained until the child was 
delivered. This course, to me, seems better than a direct 
incision through the placenta, or the delivery of the placenta 
before the delivery of the infant. Both patients being in good 
condition, the operation premeditated, not performed as a last 
resort, celiohysterotomy was performed. I believe, also, 
that it is a more simple and a safer operation than is celio- 
hysterectomy. 

Celiohysterectomy should be performed when the uterus is 
infected, when it is the seat of a myoma or a malignant 
growth, also when the patient desires its removal. Celio- 
hysterotomy should be performed when the uterus is healthy, 
when the patient does not want the uterus removed. 

To perform a celio-hysterectomy simply for the purpose of 
preventing future pregnancies seems to me unwise, if by simply 
ligating or removing the Fallopian tubes (a less mutilating 
operation) we can accomplish the same purpose. 

Dr. C. p. Noble. — The first case I remember very well, and 
I think it is a good illustration of the fact that the classical 
Cesarean section is preferable to Porro operation where there is 
no tumor. The proper operation to do when we have to do the 
section, unless there exists some special reason to the contrary, is 
the classical and not the Porro operation. This is the second 
case which has occurred in my knowledge of a woman having 
been delivered a second time and both the women made good 
recoveries; and it is so well known that the results of a third 
Cesarean section are good that I fail myself to understand why 
men take the position that we should elect to do a Porro opera- 
tion, the patient herself being indifferent about the matter. I 
would myself go further than Dr. Boyd and would discourage 
patients from having a Porro operation done unless there was 
some good reason, such as a myoma or cancer or infected uterus. 
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I feel that the Cesarean operation, done as an elective operation ' 
before the woman has gone into labor, is a very simple one, 
and so simple that this is one of the grounds for believing that 
the latter is to be preferred to the Porro. 

Dr. B. C. Hirst. — I arrived too late, imfortunately, to hear 
the paper, but I must differ with Dr. Noble. I believe the 
Porro operation is the operation to be selected in the majority 
of cases. I am not driven to take this view by any special pre- 
judice in favor of hysterectomy, but by experience. I have nad 
a lar^e number of Cesarean sections and have carefully studied 
the literature of the subject, and I am forced to believe it is 
better, as a rule, to prevent these women becoming pregnant 
again and being delivered in the same way. Dr. Ifoble fails 
to take account of it in his remarks, but you will find a startling 
mortality among these women in subsequent labors. If they 
fall into good hands there is no reason that they should perish. 
It is obvious, however, that a woman in the lower class of life 
cannot always command skilled medical aid. I feel, moreover, 
that we do not do our duty to the patient if we subject her to a 
repetition of such a serious operation even in the best hands. 
I find that this is the view taken by the family, her physician, 
and the patient herself if she is consulted. Indeed, her friends 
usually ask, unprompted, that measures be taken to prevent a 
possibility of future pregnancies. In one of the cases that Dr. 
Noble quotes the woman would have been vastly better off if 
the uterus had been removed at the first operation. As I un- 
derstand it, the second labor was ushered in by a rupture of the 
womb and a discharge of liquor amnii through the abdominal 
scar. When she fell in labor she discharged the liquor amnii 
through a fistula persisting from the first Cesarean section, and 
the child was delivered practically through a rupture of the 
uterus. I am at present engaged in a search through literature 
to determine, if possible, how many women subjected to the 
Cesarean section have the operation repeated upon them and 
how many die in subsequent labors. It will be impossible to 
determine this point accurately, but I think it will appear that 
in common humanity and in justice to the patient she should 
not be subjected to the great dangers of repeated labors if her 
pelvic canal is insuperably obstructed. I feel convinced that 
a large number of such women lose their lives in subsequent 
labors by not having the most skilful medical attention. This 
fact was forced on nay attention a few months ago by a case 
sent me from New Jersey for delivery by Cesarean section. 
The woman had been delivered three times before with the 
utmost diflSculty, and always of a dead child by a mutilating 
operation. Her last labor, her physician told me, was more 
difficult than any previous one. I received the woman in the 
hospital when she was seven and a half months pregnant, and 
found that she had a marked rachitic pelvis with a conjugate 
of seven and a half centimetres. She had never had a child 
weighing less than twelve pounds, and at that time it was im- 
possible to push the head into the pelvis. I accordingly recom- 
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mended section in her case, intending to remove her womb to 
prevent a repetition of her dangerous experiences. The woman 
Decame homesick and left the hospital after a few days^ resi- 
dence there, telling me she would return for the operation. 
She was evidently frightened and failed to return. She feU in 
labor at home, and ner physician, being out of town, on his 
return thirty-six hours later found his patient in hard labor, 
with the OS well dilated and the head apparently engaged in the 
superior strait. He thought that the .time had gone by to 
transfer her to the city, and he determined to await events. 
Twelve hours later the uterus ruptured, the child was expelled 
into the abdominal cavity, and both mother and child died. I 
think this is the fate often in store for those on whom the con- 
servative, old-fashioned Cesarean section is performed. To my 
mind the only cases in which the conservative Cesarean sec- 
tion is indicated are those in which one can remove a tumor at 
the time of operation by myomectomy, or by ablation as in the 
case of a dermoid, and can leave the pelvic canal unobstructed 
for future deliveries. Even in these cases, as a matter of fact, 
we do not often have an opportunity of leaving the uterus in 
the woman's body. In my own experience, tumors, dermoid 
cysts, etc., are usuallv overlooked until the patient has been in 
labor several days, there is usually a tremendous edema of the 
pelvic structures, and so much bruising of the uterus that it 
would be the height of imprudence to leave it in the woman's 
body to slough and give rise to fatal infection. Three or four 
of my Cesarean sections have been performed for this indica- 
tion, and I have been obliged in each case to extirpate the 
womb, always, so far, with success. It is not at all uncommon 
to read records of ligation of the tubes in Cesarean sections so 
as to prevent the woman becoming pregnant again. If the 
operator goes that far it seems to me he does much more wisely 
to remove the uterus. There is no danger, after hysterectomy, 
of infection of the endometrium, no possibility of uterine hemor- 
rhage, no chance of leakage into the peritoneal cavity, no like- 
lihood of adhesions between the uterme and abdominal walls, 
no possibility of fistula, and, what is best to my mind, no 
opportunity for recurrent pregnancies and labors with the 
dangers that attend them. 

Dr. C. p. Noble. — I would simply like to state the condi- 
tions present in the case to which Dr. Hirst referred. I did 
not do the first operation upon the patient, but it was the second 
woman who ever recovered from a Cesarean section in Phila- 
delphia, so that from that standpoint she was to be connatu- 
lated upon not having died. It was a woman who haa been 
lone in labor and had a slough of the cervix at the time Dr. 
Kefly was called in to see her; the cervix sloughed and she 
had a peritonitis, and as a result of the conditions present at 
this operation the fistula which Dr. Hirst speaks of resulted. 
Whether it would have been wise to have done hysterectomy 
we do not know. The probabilities are that the woman, in the 
desperate condition in which she was, would not have survived 
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if total hysterectomy had been done. As the cervix was slough- 
ing, the ordinary dropped-stuinpo{)eration would not have been 
sufficient to have saved her. I think the practical outcome of 
the case was a very good argument in favor of the method 
adopted. The case was operated on ten years ago when the 
moaern Porro operation was unknown. 

Dr B. C. Hirst. — A word in regard to sloughing of the 
cervix contraindicating the Porro operation. That is not the 
case. I have had hsQf a dozen Cesarean sections in which 
the cervix sloughed after the Porro operation was performed. 
It did not complicate the recovery in the slight^t deeree. 
Some of the'se cases were in the older times when I used the 
serre-neud. In one the whole cervix sloughed away, and in 
another one the whole labium. I have had eight or nine cases, 
I can recall at this moment, operated on by modern method of 
dropping the stump. The material that necrosed comes away 
easuy; there is gooa drainage by the cervical canal; the woman 
at no time displays more dangerous symptoms than a slight 
elevation of temperature and a moderate rapidity of pulse. 
Therefore this possibility is no contraindication to the JPorro 
operation. 

Dr. G. M. Boyd. — It seems to me, if the uterus is in a 
healthy condition, that the classical operation is the least grave. 
If we simply desire to remove the uterus to prevent future 
pregnancies, can we not attain this end by simply tying or 
removing the Fallopian tubes? It is a less grave procedure. 
The patient still has her uterus, still possesses her ovaries, and 
still will not run the risk of future pregnancies. 

Dr. John B. Shobbr read a paper entitled 

DOUBLE CELIOTOMY FOR APPENDICITIS AND RETROVERSION 
OF THE UTERUS; INTESTINAL PARESIS; RECOVERY. 

Of all the complications following abdominal operations, 
perhaps the most trying to the surgeon is paralysis of the in- 
testines. The symptoms usually manifest themselves about 
the same time that sepsis may be looked for — namely, during 
the first or second day — and, with the frequent exception of 
high temperature which always accompanies sepsis, they are 
very much the same: a distended abdomen, often accompa- 
nied by severe pain, distressing nausea, gagging and vomiting, 
intense thirst, an anxious, drawn expression, pallor, and a 
moist skin. There is usually marked nervous excitability, and 
a sense of impending danger overwhelms the patient. The 
pulse is small and rapid, 118 to 132, but not often very weak. 
This, with the absence of fever, is the chief consolation of the 
operator. The temperature, however, may rise to 101° or 102|^°, 
and then it is most difficult to differentiate the symptoms from 
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those of beginning sepsis. All symptoms, especially the pain, 
increase with the progressive abdominal distensign, and if this 
cannot be rapidly overcome the patient may collapse from heart 
failure or from exhaustion due to the constant retching and 
gagging and the impossibility of retaining nourishment. If 
we had some sure and unfailing sign of beginning sepsis, 
many cases might be saved by immediate reopening, flushing, 
and drainage; but we have not, and therefore these cases are 
frequently confounded with the class of cases under discussion, 
and much time is lost waiting for the unmistakable signs of 
septic infection, and consequently the reopening is undertaken 
Ikk) late. Fortunately, with our improved technique and 
methods of operation, both classes are comparatively rare. 
Nevertheless, in spite of the utmost care, occasional cases will 
^rise, and doubtless every operator in this room will admit that 
he meets them now and then. 

The question which confronts us during the first few hours 
is: What are we dealing with, intestinal paresis or beginning 
sepsis? Reopening, flushing, and free drainage will sometimes 
save a patient with beginning sepsis, whereas in intestinal 
paresis such a procedure would probably be followed by a 
fatal result and would certainly be severely criticised by most 
operators. The writer has long felt, however, that if it were 
possible by some such means to puncture the bowel in several 
places and allow the accumulated gas to escape, many a patient 
would be saved hours of untold suffering, there would be less 
risk of injury to the abdominal wound from stretching, and 
perhaps lives could be saved. It seems impossible in some 
cases to relieve these patients by medicinal means. Cases will 
die, in spite of every effort of supporting treatment, from 
gradual increase of abdominal distension, crowding the patient 
out of existence, as it were, by pressure upon the diaphragm, 
thus interfering with respiration and cardiac action. The 
autopsy in these cases shows an absolutely clean abdomen and 
pelvis free from the slightest trace of inflammation or exudate 
of any kind. With the exception of the distended small intes- 
tines there is no lesion to be found, and one is forced to the 
conclusion that death has been caused by the mechanical action 
of the accumulated gas. Is there any way of preventing the 
formation of this gas, or, when formed and forming, is there 
any means by which it can be removed? This brings us to the 
question of its etiology. The muscular walls of the small intes- 
tine become partially paralyzed and the peristaltic action of 
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the bowel ceases, partially or completely. By auscultation we 
may detect very weak muscular action by gurgling sounds. 
The prognosis in a given case increases in gravity as this sign 
disappears. A silent belly in the presence of distension is of 
grave significance. It is fair to presume that in connection 
with paresis of muscular action there exists diminished or 
absent glandular function of the bowel, hence arrested diges- 
tion, which favors fermentation and accumulation of gas. 
The distension increases the glandular and muscular paralysis,, 
and this in turn favors further distension. But such a theory 
seems very unsatisfactory. If there is such general paralysis 
of the muscular walls of the intestines, what is there to prevent 
the gas finding its way into the colon through the ileo-colic 
valve? Once in the large bowel it is comparatively easy to- 
deal with. High rectal enemata or the long rectal tube, properly 
managed, ought to be effectual, and they are effectual when the 
gas is located in this part of the gut. But the cases of which 
we are speaking are not reached by these methods in by any 
means a satisfactory manner. Our enemata are productive of 
no result, and the rectal tube, no matter how skilfully man- 
aged, fails. Therefore we are led to suspect that a spasm of 
the ileo-cecal valve exists which prevents the escape of the gagJ^ 
into the colon. 

May not such a spasm at the ileo-cecal valve be the primary 
factor of the whole trouble ? The simple opening of the peri- 
toneum may have such an infiuence upon the sympathetic 
ganglia as to cause spasm as well as paralysis of the various 
parts of the viscera over which they preside. This is all the 
more likely to be the case after an operation which necessitates 
extensive handling of the abdominal contents. Once established, 
the small intestine, unable to expel its contents, accumulates 
gas, and as it becomes more and more distended it loses its 
muscular power by paralysis from distension, and relief cannot 
be obtained until the spasm yields and the gas escapes into the 
large bowel. 

It seems to the writer that the foregoing speculations are 
quite as plausible as the many explanations which have been 
advanced for this obscure and little understood pathological 
condition. The means at our command for the relief of this 
alarming condition are few, the chief object being to establish 
active peristalsis and thorough evacuation of the bowels. The 
heart must be supported and the nutrition of the patient kept 
up. Owing to the nausea and constant vomiting, but little, if 
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anything, can be given by the mouth, and we must support 
our patient by nutrient enemata. Such enemata should be re- 
peated every four hours. For the heart, hypodermatic injections 
of strychnia, a twentieth of a grain every three or four hours, 
with whiskey by enema or hypodermatically as often as may 
be necessary, are usually sufficient. The strychnia also exerts a 
favorable influence upon intestinal peristalsis. The bowels are 
best acted upon by hourly doses of one-half to one grain of calo- 
mel, dry on the tongue, in conjunction with high rectal ene- 
mata of magnesia sulphate, glycerin, turpentine, and water, re- 
peated every four hours. The rectal tube may be left in situ 
and often aids in the escape of flatus. When peristalsis once 
begins and the calomel has begun to work— if I may make use 
of the expression — the patient's sufferings are often alarmingly 
increased. This is, however, a good sign, as it is usually fol- 
lowed in a few hours by an action of the bowels and the expul- 
sion of much flatus. At this time the heart may grow exceed- 
ingly weak, the pulse rate reaching its highest point, and we 
must push our stimulants. If at the same time the patient 
suffers the usual intense thirst, the use of normal salt solution 
by hypodermoclysis gives great relief, not only improving the 
force and frequency of the pulse, but also relieving in a very 
remarkable way the thirst. 

Peristalsis once established is usually progressive, and the 
patient goes on to recovery. But her experience has left her 
weak and her convalescence is slow. 

The following case illustrates the above remarks, and I ven- 
ture to report it, not only on this account, but also because it is 
of interest in itself owing to the fact that two abdominal inci- 
sions were required. This fact may in a measure account for 
the intestinal paresis which developed after the first twenty- 
four hours and which so nearly cost the patient her life. 

Appendectomy; Hysterorrhaphy performed September 27, 
1897. — The patient is a young unmarried woman 25 years of 
age. She had always enjoyed good health until April, 1897. 
Menstruation began at the eleventh year and was always 
regular and unaccompanied by pain until after her second ap- 
pendical attack. In April, 1897, while walking in the street, 
she had a sudden attack of severe abdominal pain which 
doubled her up. Feeling that it was impossible for her to 
walk, she called a cab and was driven home, where she went 
to bed and applied hot- water bags and took at intervals drinks 
of hot whiskey-and- water. In a few hours the pain left her. 



Digitized by 



Google 



12 TRANSACTIONS OF THE SECTION ON GYNECOLOGY, 

aud, although she felt weak and debilitated, she dressed and 
went about as usual. She had been eating irregularly for a 
few weeks previous to this attack, and in consequence had suf- 
fered slightly with dyspepsia. This was her first appendical 
attack. 

Nothing further happened until July, when she had her 
second attack — quite as sudden but much more severe and of 
longer duration than the first. This attack antedated her 
regular menstrual period by four days, and, as she had been 
taking unusually long bicycle rides over hilly country roads 
during the previous few weeks, it was thought that her symp- 
toms were due to a possible retrodisplacement of the uterus, 
and she was treated accordingly. She was given several hypo- 
dermatic injections of morphia. The menstrual period came 
on two days late and was extremely painful. The pain was 
jnost severe in the sacral region.on the right side and in the 
right iliac fossa. 

I should mention that her previous attack was characterized 
by the pain beginning and ending in this region. The July 
attack kept her in bed about ten days, and during this time 
she lost much strength and weight. In August she men- 
struated at her regular time, but suffered sufficient pain to 
make her go to bed for a few hours the first day. During the 
month her appetite and digestion were poor and her bowels 
constipated. She had a great deal of headache, and the abdo- 
men constantly distended with gas. At this time she came 
under my professional care. She was ordered a course of calo- 
mel, and, after the tongue cleared and the bowels had been 
freely acted upon, she was given small doses of acid and pep- 
sin after eating. 

She improved under this treatment, and seemed very well 
until the night of September 8, when, without any apparent 
warning, she had a sudden violent attack of general abdominal 
pain. Examination revealed all the classical symptoms of ap- 
pendicitis. The rectal examination was omitted. There was 
nausea and vomiting. After a few hours the pain became 
localized in the right iliac fossa. There was rigidity of the 
right rectus muscle. The pulse was 88 and temperature 99°. 

A large dose of oil, followed the next day by salts at inter- 
vals and enemata of magnesia sulphate, glycerin, turpentine, 
and water, did not prove effectual. The pain, nausea, and 
vomiting continued and the abdomen became slightly tym- 
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panitic. An ice bag constantly applied in the right iliac 
region seemed to give the greatest relief. On the third day, 
after persistent efforts at catharsis, she had two large bowel 
movements followed by marked improvement of all symptoms* 

Every arrangement having been made for operation on the 
third day, the patient having had no sleep since the beginning 
of her attack, and as she was suffering intense pain not only in 
the right iliac fossa but also in the right sacral region, it was 
decided to give her morphia by hypodermatic injection on the 
evening of the second day. Dr. L. Bolton Bangs saw her in 
consultation at this time, and it is needless to say that we ex- 
pected to be obliged to operate the following morning. She fell 
asleep shortly after the hypodermatic and slept all night. The 
next day she awoke with great relief from pain, and a few hours- 
later had a large, highly offensive, dark-colored movement. 
Her general condition improved rapidly after this from hour 
to hour and from day to day, until at the end of ten days she 
was able to leave her bed and begin to go about. While in 
bed, on the fifth day after the onset of the attack, she menstru- 
ated normally without pain. Her convalescence progressed 
steadily until the fifteenth day, when she suddenly developed 
another attack. This was her fourth, but was not so severe as. 
the others and yielded readily to treatment. 

On the second day after this attack she was well enough to> 
undertake a railroad journey of twenty-four hours in order 
to reach Philadelphia, where arrangements were made for an 
immediate operation. With the assistance of Dr. Edward 
Martin, the operation was performed the day after her arrival 
in the city. The McBurney incision was employed, and the 
appendix was found only slightly adherent, kinked, somewhat 
swollen and thickened. The lumen was ecchymotic and con- 
tained a spot of beginning ulceration about the size of a small 
pea. The stump was quickly invaginated into the slightly 
congested caput. Before closing the wound search was made 
for the uterus in order to determine its position. The f undus- 
could not be felt through the incision. A rectal examination 
was then made, and the uterus was discovered to be completely 
retroverted, the fundus lying at the bottom of Douglas^ pouch. 
Ventrosuspension was at once determined upon, and imme- 
diately carried out through a two-inch median incision, one 
silk stitch being used for suspension. The adnexa were 
normal. 
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The patient was on the operating table one hour; there was 
no rou^ haojdUng of the intestines, and only six ounces of 
ether were used. 

The patient passed a sleepteoB night, suffering unusually 
severe pain. At the end of twent^r-^faiii hours the abdomen 
began to distend, nausea and vomiting inorettaed, and there 
was constant and distressing gagging. 

This may be accounted for by the fact that, by reason of 
over-persuasion, I was induced to allow morphia hypodermatt- 
cally eight hours after the operation. It was repeated twice, 
so that she received in all five-eighths of a grain in the first 
twenty-four hours. For three days her condition was alarm- 
ing. The temperature did not rise above 101-^°, but her pulse 
average was 124 and at times weak. The abdomen became 
enormously distended and she suffered agonizing pain, which 
was increased by constant retching and unusual thirst. Every 
measure was undertaken for her relief. She was stimulated 
with strychnine, digitalis, and whiskey. Nutrient enemata 
were administered at intervals; calomel every hour, followed 
by salts, and high enemata of magnesia, glycerin, turpentine, 
and water, and the rectal tube for the relief of flatus. It was 
only after the third day that we succeeded in obtaining evacua- 
tions and the free expulsion of flatus. For the intense thirst, 
and for its favorable effect upon the circulation, hypodermo- 
clysis of normal salt solution was tried. A pint under each 
mammary gland was followed by decided relief from thirst 
and improvement in the force and frequency of the pulse; it 
became stronger and dropped from 132 to 108 in half an hour. 
With the disappearance of the distension her general condition 
steadily improved, so that at the end of three weeks she was 
able to leave her bed. 

The wounds did very well except for a small sinus at the 
lower angle of the hysterorrhaphy wound, which suppurated, 
but closed after a short time; also, at the upper angle of the 
appendical wound a sinus developed, which closed after a few 
weeks. The patient has since been steadily gaining in weight 
and strength, and appears now to be in perfect health. 

I have reported this case at some length, hoping that it may 
draw out a discussion upon the following points: 

How may we differentiate between beginning sepsis and in- 
testinal paresis during the first twenty-four hours ? 

What is the cause of intestinal paresis in these cases ? 
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Why do some cases die of iutestinal paresis following abdomi- 
aal operations ? 
What measures should we adopt for its relief ? 

Dr. 0. P. Noble. — We have all of us seen intestinal paresis 
after operation, and there is no doubt it is a serious condition 
when present. I think the most striking case of intestinal 
paresis was a case I saw in consultation with Dr. Boyd some 
years ago. That was a case after labor. My recollection is 
that it was a patient who had twins; after labor she had an 
enormous distension of the abdomen and it was impossible to 
get her bowels moved, and apparently she had an obstruction 
of the bowels. In that case operation was advised and done, 
and absolutely nothing was found in the peritoneal cavity to 
Account for peritoneal distension. In other words, it was a 
clear case of intestinal paresis that resulted fatally. In my 
own abdominal work I cannot say that I have seen more than 
one case in which I felt myself that death was due to obstruc- 
tion of bowels due to paresis. I had one case in which I think 
death did result from this cause. In most of the cases which I 
meet with myself where there is paresis of the bowel, I believe 
the difficulty is a septic peritonitis. I do not mean that I think 
this is invariably the case, but it has been my own experience. 
The first case alluded to, however, is a clear demonstration to 
me that you can have a fatal case due simply and purely to 
paresis. The cases that have had intestinal paresis in my hands 
nave ended favorably and have not died. With reference to 
the cause of paresis, in the first place the condition of the 
patient before operation has a good deal to do with it. Patients 
who have an atonic intestinal muscle before operation are pre- 
disposed to paresis. I have had a number of cases of old 
fibroids where there was pressure upon the bowel in run-down 
patients; these have given a great deal of trouble to have bow- 
els moved after operation. The Germans believe a great deal 
in paresis of bowels, and Olshausen has a favorite theory that 
A cause of a great many cases of septic peritonitis is paresis of 
the bowels to start with, putrefaction of intestinal contents, 
infection of the peritoneum through the bowel as a result of 
over-distension. I have had some cases which I thought fell 
under his classification; but that is a pathological question 
which I do not feel is yet settled. The methods which I have 
adopted to overcome paresis of the bowels are those mentioned 
by Dr. Shober. Undoubtedly our sheet-anchor must be calo- 
mel, irrigation of the colon, and strychnia. 

Dr. John B.Deavbr. — I would add one point personally 
with regard to intestinal paresis such as Dr. Shober has 
described. I have obtained equally good results from packing 
the abdomen with ice, which seems to be stimulant to the 
bowel. 

Dr. G. M. Bovd. — I recall now the case that Dr. Noble 
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mentioned. If I remember rightly the intestinal paresis fol- 
lowed a twin pregnancy, the intestine became more and more 
inflated, and so great was the distension that the transverse 
and descending colon stood out as markedly as if it were well 
outlined on the abdominal wall. If I remember rightly she 
also had no elevation of temperature to explain the condition. 
I had Dr. Hirst also see the case with me in consultation, and 
an exploratory incision and section was advised. The bowel 
was examined carefully and there was no evidence of perito- 
nitis, nor could we find any evidence of obstruction to account 
for the condition. 

Dr. John C. Da Costa.— I would like to ask Dr. Shober 
and Dr. Noble what doses of calomel thejr gave. 

Dr. Shober. — I am in the habit of giving one grain every^ 
hour for four oir five hours, followed by salts. 

Dr. C. p. Noble. — I usually give one-tenth of a grain at 
half -hour intervals, and in some cases I have given five grains. 
If I have given one-tenth of a grain without result, I give five- 
grain doses. 

Dr. John C. Da Costa. — Like everybody else, I have had 
cases of paresis following operation. I have tried the one-tenth 
of a grain and the one-half grain of calomel and do not think, 
it does any good. Calomel in these cases must be given in 
doses to amount to something. I have now two cases just 
recovering; two consecutive operations— one of them is one of 
the worst I have had in five years — ^both followed by paresis^ 
in neither case was temperature high, but in both pulse very 
quick and weak, and I gave these cases five-grain doses of 
calomel followed in four hours by five grains more. In two^ 
hours after the second dose there was in each case a good, free, 
full movement of the bowels. One case was in such a condition, 
that she was given hypodermatically one-twentieth of a grain 
of strychnia every half -hour; that is a pretty good dose, but the 
woman would have died without it. In these cases there is no* 
dose to the medicine; the dose we want is that sufficient to pro- 
duce physiological action of the drug. I do not think that 
small doses in these cases do good. In cases of paresis of 
bowels you will find that salts which in other cases act very 
promptly do no good. You want something which will pro- 
duce an outflow of bile from the liver, a dose of something to- 
irritate the bowel. Both these cases are getting well. 

Dr. John B. Shober. — I have very little to add. I may 
say that I believe the gas lies in the small intestine; that it is 
easy to get rid of when it is in the large intestine, as I tried to 
point out in my paper. There must be some reason why the 
gas does not escape into the large bowel, and I had hoped we 
would have some views expressed as to the cause of the gas 
lying in the small gut. 

As to treatment, it is entirely symptomatic. The whole sub- 
ject, to me, is a very unsatisfactory one. The cases cause great 
anxiety. The fact that we do not know whether we may at 
any time expect sepsis to develop is the chief point to consider.. 
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Dr. J. M. Baldy reported a 

CASE OF CONGENITAL MALFORMATION OF GENITALIA. 

This case, a parent of Dr. Shoemaker, of Phoenixville. Pa., 
is an illustration of an exceedingly rare class of cases in litera- 
ture and is exceedingly rare in my own practice. The case 
is one of congenital absence of j^^enital organs. The patient 
was 24 or 25 years old, perfectly rounded out, and as womanly- 
looking a girl as you run across. The mammsB were fully 
developed, the pubic hairs were perfectly developed and luxu- 
riant. The vulva was normal. You would hardly say the 
labia minora were infantile ; at the same time you would say 
that they were a little small for a virgin of that ag^. The 
hymen was apparently perfectly intact ; I could not introduce 
a finger. There was a complete absence of vagina. There 
was complete absence of ovaries, as far as I could make out, 
also of Fallopian tubes and of uterus. Of course in the exami- 
nation of the patient without ether, or even without a post- 
mortem examiuation, there may be a question enter one's mind 
as to what exists and what does not exist. There are cases on 
record in which, on postmortem, ovaries have been found, rem- 
nants or parts of tissue which microscopically have represented 
Fallopian tubes have been found, very, small, mostly non- patu- 
lous. With the finger in rectum and the sound in the bladder 
there was no question whatever that there was a total absence 
of everything in the way of vagina. The uterus was absent, 
except perhaps at its site tissue of the thickness of two or three 
sheets of paper. As to Fallopian tubes, as far as it is possible to 
say, they did exist. Burrage has recorded congenital absence 
of uterus in 360 cases from earliest times up to the present — 
roughly speaking, about 300 cases in the last century. Of this 
number there were 35 autopsies, 24 of which were on the bodies 
of adults, 2 on girls 1«» and 12 years old respectively, the rest 
bein^ on monstrosities and fetuses with absence of other organs 
making prolonged life impossible. In all of the autopsies on 
the bodies of adults and girls there were noted in every case 
rudimentary tissues representing the uterus, generally one or 
two little knobs of tissue the size of hazelnuts or a thin band 
between the rectum and bladder. The ovaries were found ta 
be present in all cases but 6 ; the tubes were present in all cases 
except 6, though often without any canal. 

The derivation of the hymen is still in dispute. It was for- 
merly held to be formed from the lower end of the vagina, but 
the many cases ,oi absence of the uterus and vagina in which a. 
well-formed hymen exists would seem to disprove this view. 
So, also, the absence of smooth muscular fibres in the hymen 
would tend to show its anatomic dissimilarity to the vagina. 

The case under consideration seems to uphold the theory that 
the hymen was distinct from the vagina. It existed in all its 
perfection, with no trace of vagina. 

Dr. Baldy also made 



Digitized by 



Google 



18 TRANSACTIONS OP THE SECTION ON GYNECOLOGY, 

REMARKS ON FIBROID TUMOR; SPECIMEN. 

This specimen was removed to-day. It is a beautiful illus- 
tration of that class of cases known as submucous fibroii of the 
uterus. Could a diagnosis have been made it would have been 

Eossible to remove it through the cervix. You will see I 
ave peeled it out of its bed and it is hanging only by a small 
attachment. It is about as large as a baseball. 

The greatest difficulty in treating a case of this kind by 
removal through the cervix is in making the diagnosis. Mostly 
it cannot be tnade, and generally is not. Even if made I would 
hesitate to submit a woman to the amount of traumatism and 
force necessary for its removal, especially in view of her age 
and condition. I do not believe in fancy operations on women 
near the menopause. I only present the specimen because it is 
an unusually fine specimen of its kind— not to encourage mor- 
<5ellation, in which operation I have little faith as a rule. 

Dr. B. C. Hirst. -^I have seen one case of absence of geni- 
talia and I expect to see another one shortly. The case I 
examined was a young girl, intensely neurotic, who had been 
under prolonged treatment for neurasthenia and hysteria, and 
who had been finally told by a lady physician, after a vaginal 
examination, that all her troubles were due to womb disease 
and could be cured by local treatment of that organ. This 
statement aroused a little hope in the minds of the family, who 
rather reproached her attending neurologist for not having dis- 
covered the cause of the neurasthenia. He rather doubted the 
statement and asked permission for me to examine the young 
girl. I made a careful examination and found she had no 
uterus at all and only a rudiment of a vagina. There was a 
complete atresia of the vagina after one inserted the finger an 
inch. She had never menstruated. I could not find any trace 
at all of a womb. I could not even find a rudiment of it. 

A curious fact in the history of this girl was that she had 
two aunts who apparently had the same malformation. The 
family history on the mother's side was that there were three 
daughters, the mother and two sisters. The mother had mar- 
ried and had two children ; the mother's two sisters had never 
menstruated, had married, but had never borne children. 

I have recently been requested to see a young woman with 
entire absence of the generative organs, with the idea of mak- 
ing an artificial vagina. I hope to report the result of this 
operation to the Society at an early date. 

Dr. John B. Shober. — I have at present in the Howard 
Hospital a case of submucous fibroid of the uterus. The wo- 
man gave birth to a child four months ago, and since that 
time there has been constant bloody discharge. It was sup- 
posed, when she was sent into the hospital, that it was a case of 
retained secundines. I found when she arrived that she had 
a history of fairly good health since the labor, there having 
been no rise of temperature; but there has been constant met- 
rorrhagia. Upon examination under ether, with the idea of 
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removing the contents of uterus, I discovered that I was deal- 
ing with a case of submucous fibroid about the size of a lemon. 
It was some time before I discovered that I was dealing with 
a submucous fibroid. Upon introducing the finger into the 
cervix, which I was obliged to dilate, the right side of the 
cervix was torn, and I found that this tumor was held hj a 
broad base to the left lateral wall of the uterus and it was im- 
possible to enucleate it. I split the capsule with my finger for 
three inches and attempted to remove it by morcellation. I 
stopped after further futile efforts, with the idea of etherizing 
her again in a few days and attempting by morcellation to re- 
move the growth. It is interestmg to note that this fibroid 
tumor must have existed during her pregnancy. 

Dr. B. C. Hirst presented a specimen and said: This uterus 
shows the uselessness of expecting too much from myomec- 
tomy. Most of the European journals have been full of reports 
of myomectomy, claiming that this operation would take the 
place of hysterectomy; that almost all fibroid tumors could be 
removed, leaving the sexual organs behind. Such a case as 
this shows that it is often impossible. This is a multilobu- 
lar tumor involving the whole womb. If one had tried to take 
out the tumors there would have been nothing left of the 
womb. This specimen is rather interesting also on account of 
the very large hydrosalpinx attached to the womb. On the 
other side there was a pus tube with dense adhesions. 

Dr. C. p. Noble.— I have removed a number of submucous 
fibroids by enucleation and morcellation, and every case in 
which I have operated made a good recovery and they have 
all done well since. I agree with Dr. Baldy that the question 
is purely one of diagnosis, and I have a number of times done 
hysterectomy, and after I got the specimen out felt very sorry 
I had not attempted myomectomy per vaginam. In a number 
of cases I have split the uterus; then, using bullet forceps and 
working with the fingers, I have been able to take these tumors 
out of the fundus. All made good recoveries. The operations 
were completed by stitching up the incisions with catgut. 

In regard to hemorrhage, I used to feel that we might ^et 
«erious hemorrhage, but I have never had to ligate the uterine 
arteries. I may say in one case, in taking a small fibroid out 
of the cervix, I wounded one of the vessels of the broad liga- 
ment. Being unable to control the bleeding, I was obliged to 
perform hysterectomy in order to find the vessel. It was a 
trifling fibroid, no bigger than a hazelnut. From the stand- 
point of the percentage of cases in which one can do myomec- 
tomy, and as to the results of myomectomy, about one-fifth of 
the cases I have operated on for fibroids have been myomec- 
tomies, and I feel that is too low a percentage. I am quite 
sure in the future I can do more than twenty per cent of myo- 
mectomies. The cases that had myomectomies have none of 
ttiem returned to me as the result of bad health as the sequel 
ot growing tumors; but as we all know the multiple nature 
ot fibroids, it is only reasonable to suppose that a certain 
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percentage will develop other tumors. Quite a number of 
these cases have had children and done very well. I have 
never lost a patient from myomectomy. 

Dr. J. M.^ALDY.— -As far as myomectomy is concerned, I 
am free to admit that I do not come across many tumors in 
which I feel I would be justified in doing it. Most of my casea 
are like those of Dr. Hirst. For instance, to-day I did an ope- 
ration for ovarian cyst, and I found that there were at least 
three or four fibroid nodules in the uterus— one as large as a 
pigeon^s egg, a number of smaller ones. It may not be well to 
remove the uterus in young child-bearing women, but in thi& 
case — multiple tumors, a woman 38 years old, with no pros- 
pects of marriage, one particularly anxious that there should 
be no necessity for future operations — I felt justified in remov- 
ing the uterus. I consulted the physician and asked what her 
wishes would be in the matter, and he said that she only had 
one wish, and that was never to undergo another operation ; 
and I do not feel I would have been justified in leaving this 
organ with the nucleus of an unknown number of tumors for 
possible future trouble; any one or every one of these nodules 
might have turned up as a large growth later. That is one of 
the questions that face us in considering myomectomy. The 
age of our patient, her desires in the matter, as well as her 
future, must guide us in regard to our position in these matters 
and the responsibility we take. Taking these things together 
with the tumors in which myomectomy cannot be done or in- 
volves too great danger to the patient, I do not see many 
fibroid uteri on which 1 care to perform myomectomy. 
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stated Meeting, February 17, 1898, 
Edward P. Davis, M.D., in the Chair. 

Dr. John B. Shobbr read Dr. W. A. N. Dorland's pa- 
per entitled 

RSPBATBD EXTRAUTERINE PREGNANCY. 

It is not my intention to-night to enter into any exhaustive 
study of the subject of ectopic gestation. I have not the slight- 
est doubt that this serious obstetric complication is much more 
familiar to many of you than it is to me. You will all agree 
with me, however, I am sure, when I make the statement that 
none of us knows any too much of the condition. What is 
more, the little that we thought we knew is now and then being 
controverted in the light of more recent investigation and ex- 
perience. Thus, we are taught and are in the habit of stating 
that probably the main factor in the production of ectopic ges- 
tation is some pre-existing tubal disease or abnormality whereby 
the action of the cilia in waving the ovum onward toward the 
uterine cavity is annulled, and the spermatozoid instead wan- 
ders beyond its normal precinct and fecundates the ovum either 
in the tube or before the entrance of the ovum into the oviduct. 
In the very recent manual of Bland Sutton and Arthur Giles ' 
— men whose experience and reputation warrant us in carefully 
weighing whatever statement they may issue — we are con- 
fronted by the astonishing assertion that '^ a healthy Fallopian 
tube is more likely to become gravid than one which has been 
inflamed,^' and this in the light of a very large series of inves- 
tigations on the subject. If this be true, we are perplexed to 
know why ectopic pregnancy is not of still more frequent 
occurrence than it is, although the solution of the etiology of 
the comparatively frequent pelvic hematocidle has removed 
ectopic gestation from the category of very rare and unusual 
obstetric complications to that of the not infrequent accidents 
of pregnancy. It may be that this is but the beginning of a 
reaction whereby we shall again come to believe that normally 
impregnation occurs, not in the uterine fundus, but in the tube. 

Laying aside these questions, however, which can only be 
definitely settled by more extensive investigations and a larger 
clinical experience, I wish to call your attention to-night to one 
of the rarest manifestations of the condition, namely, repeated 
extrauterine gestation, and to report to you the history of a 
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case which, so far as a careful study of the Uterature will ad- 
mit, I believe to be but the sixteenth authentic instance df the 
kind on record. Slight mention of this case was made by Dr. 
G. I. McKelway,' of this city, with my consent, in a paper read 
by him before the American Medical Association at Milwaukee. 
It is my desire now to give it this formal recognition and assign 
it its place in the very limited list of such cases that have been 
reported in all medical literature. 

The facts are as follows: Mrs. E. L., age 28 years, called at 
Dr. Baer's gynecologic dispensary at the Philadelphia Poly- 
clinic on October 11, 1890, giving the following history: She 
had been married seven years and had given birth to four 
children, the oldest of which was 6 years and the youngest 15 
months. Her menses had been suppressed for three weeks and 
she had believed herself to be pregnant, but two weeks later 
they returned, although they were scanty in quantity and of a 
pale color and were associated with cramp-like pains. This 
return was shortly followed by fever with repeated chills and 
marked prostration. She was profoundly anemic and there 
was considerable abdominal enlargement. Examination showed 
the cervix uteri resting upon the pelvic floor, a patulous os, 
and a uterine enlargement equal to that of the second month of 
pregnancy. A circumscribed, sensitive cystic mass, apparently 
closely attached to the uterus and of the size of a tangerine, 
was discovered upon the left side of the pelvis. One week 
later, October 20, 1890, an abdominal section was performed by 
Dr. Baer and a ruptured tubal pregnancy was removed to- 
gether with a large amount of blood clot. The small embryo 
was found within the tube. The patient made an uninterrupted 
recovery. 

Two years later, on July 19, 1892, the patient returned, com- 
plaining of the same symptoms as before the previous opera- 
tion, but situated within the right side of the pelvis. She 
volunteered her belief that she was again pregnant outside of 
the womb. A physical exploration made at this time revealed 
a slight enlargement of the uterus with a small and sensitive 
mass to the right side. Contrary to the advice given her, she 
left shortly for the shore and was not again seen until August 
10, when she gave the following history: On the night of 
August 6 she had experienced a very severe attack of paip, 
almost throwing her into a state of collapse. The following day 
there occurred a moderate discharge of blood from the womb, 
and on the next day she had five fainting spells. She reached 
home late in the evening of the 9th of August, and I saw her 
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at 1;30 o^clock the next morning. She was then extremely pale 
and presented an anxious cast of countenance. Examination 
showed a considerable increase in the size of the uterus, while 
the tumor on the right side was much increased in size, and 
palpation through the abdominal wall and in Douglas' cul-de- 
sac revealed semifluid abdominal contents. The operation was 
performed the same day. The incision through the peritonemn 
was followed by the escape of a large amount of free and clotted 
blood. The tube, however, was found apparently unruptured, 
while a small fragment of placental tissue protruded through 
its fimbriated extremity. It was an instance of Bland Sutton's 
tubal abortion, so-called. After the completion of the operation 
the small embryo was found, surrounded by its clear fluid, in 
the unruptured amniotic sac within the tube. The patient 
made a good recovery. 

In addition to the foregoing, the authentic cases of repeated 
extrauterine gestation — that is, those that have been definitely 
demonstrated as such by operation or some subsequent and 
conclusive development, such as the discharge through the rec- 
tum or abdominal wall of fetal bones and debris —are those 
of the following surgeons, presented in their chronologic se- 
quence: 1. Galliay,' the second pregnancy occurring five years 
after the first. 2. Oulmont,* the second occurring some years 
after the first. 3. Parry,* the second occurring some years 
after the first. 4. Lawson Tait,* the second occurring two and 
one-half years after the first. 5. Olshausen,' the second occur- 
ring one year after the first. 6. Herman,* the second occur- 
ring three years after the first. 7. Veit, Jr.," the second oc- 
curring one year after the first. 8. Qalabin," the interval 
between the pregnancies not being stated. 9. Mackenrodt," 
the second 03curring six months after the first. 10. Reed,** 
the second occurring sixteen months after the first. 11. Ooe,** 
the interval not being stated. 12. Hay den, *^ the interval not 
being stated. 13. Ross," the second occurring four years after 
the first. 14. Frankenthal,*' the second occurring fifteen 
months after the first. 15. Prewitt," the second occurring 
fourteen months after the first. 

Galliay^s case I beUeved to be an undoubted instance, al- 
though no abdominal section was performed. At the time of 
the first pregnancy the woman advanced to term, missed her 
labor, and some months later began to discharge the fetal 
bones through the rectum, the discharge continuing for several 
months. She was perfectly well in 1829. The second preg- 
nancy occurred in 1834, the movements of the child being felt* 
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In the sixth month the patient again began to discharge fetal 
bones through the rectum, and ultimately made a perfect 
recovery, without delivery of a child per vaginam. 

Coe's, Hayden's, and Prewitt^s cases are of extraordinary 
interest from the fact that they are not only instances of re- 
peated extrauterine gestation, but are also cases of successive 
tubal pregnancy in the same tube, the double gestation-sacs 
being discovered at the time of operation for the second preg- 
nancy, and the fetal contents showing different stages of 
development, thus discountenancing the possibility of a twin 
tubal pregnancy. 

There have been a few other cases of what have been claimed 
to be repeated extrauterine gestations, but the records have 
been based only upon clinical histories without corroborative 
operative findings, and have therefore not been considered as 
authentic in the present paper — vide Frommel," Lopes," Leo- 
pold, Winckel, Block, Peuch," Taylor,** Meyer, of Copenhagen," 
Veit, Jr. (second case), Siegenbeck von Heukelom," Brown," 
Kletzsch," Boisleau," Brose." 

120 South Seventeenth street. 
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NOTB.~Since this paper was written an additional case of authentic 
repeated extrauterine pregnancy, with two operations, is reported by 
C. B. Sohoolfield in the Cincinnati Lancet-Clinic, February 19. 1898. 

Dr. B. C. Hirst read a paper upon 

THE HISTORY OF PAIN AND THE MENSTRUAL HISTORY OF 
EXTRAUTERINE PREGNANCY. 

It has become possible in the last ten years for experts to 
make a positive diagnosis in the majority of cases of tubal 
pregnancy before the sac has ruptured, and I find it by no 
means rare for the general practitioner to have made such a 
diagnosis correctly before summoning a consultant. Many 
women, howevier, suffering from a tubal pregnancy are treated 
to-day for a miscarriage; and the minds of all specialists cannot 
be quite clear on tho sig^s of ectopic gestation when one reads 
in an English monograph on the subject that pain is not a 
symptom of the condition, when he sees this statement copied 
in a recent text book of prominence, and encounters the curious 
assertion in one of the latest English works on gynecology that 
a woman with pelvic pain and amenorrhea may be supposed to 
have an extrauterine pregnancy in the absence of a history 
pointing to an old pyosalpinx or to other pelvic inflammation. 

As a matter of fact, there are three cardinal symptoms of 
•ectopic gestation: pain, characteristic in nature, manner of 
occurrence, and situation; irregularity of menstruation, often 
with the discharge of what the patient calls ** pieces of flesh " 
{decidua); and these physical signs: for the first two, three, or 
four weeks a small swelling in the tube, no bigger than the end 
joint of one's thumb, and unadherent; later an exquisitely sen- 
sitive mass fixed in the pelvis by thick, velvety adhesions. * 

Of the three cardinal symptoms the pain has been most help- 
ful to me in making a diagnosis. I have in my case books the 
full histories of twenty-two extrauterine pregnancies. This is 
not my total experience, for I have omitted all doubtful records 

' These adhesions are extremely vascular, are often the source of the intra* 
peritoneal bleeding, and, it seems to me, contribute to the nutrition of the 
OTimi after the manner of an early stage of the deciduous membrane 
*within the womb in normal pregnancy. 
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in which an embryo was not found or a microscopic examina- 
tion was not made, and I have unfortunately failed to obtain 
the histories of some of my cases. This is not, however, sur- 
prising. It is obviously impossible to secure a history of every 
case. Called to a woman who has been bleeding internally for 
some time, a physician cannot torture the moribimd patient and 
distracted family by a cross-examination. Numerically scanty- 
as it is,' this recorded experience has been most instructive to- 
me, and I find no single item in these histories so distinctive as- 
the history of pain. 

Glancing over the following table (Table 1.), one sees plainly 
that the pain of extrauterine pregnancy has characteristic pecu- 
liarities and is distinctive. It might be defined with some 

Table I.— Paroxysms op Pain. 



Time of first oc- 
currence after 
last normal 
menstruation. 



Two calendar Two months after last sickness rupture occurred, and patient 
months. died in twelve hours without previous history of pain. 

Treated for miscarriage while dying from internal hem- 
orrhage. 



Two months 
and ten days, 
First parox- 
ysm or pain 
da;^ after ces 
sation of a 
continuous 
flow lasting 
twenty-seven 
days, and be 

ginning ten 
ays later 
than the peri- 
od for a nor- 
mal menstru- 
ation. 

First parox- 
ysm in the 
midst of a 
four weeks* 
flow that had 
begun at the 
normal time 
for a men- 
strual period. 



Character. 



Situation. 



Repetition of 
paroxysms. 



Systemic effect. 



Violent pain 
appearmg 
first at stool 



In the rectum, 
extending up 
both sides of 
abdomen 



Several 
for 
weeks. 



daily 
two 



Face blanched;, 
vision obscured; 
tendency to- 
faint. 



Treated for miscarriage by a professed specialist in gyne- 
oology. 



Sudden vio- 
lent abdo- 
minal pain 
while at 
stool. 



Indefinite; 
lower abdo- 
men. 



Several times 
a day for two 
weeks. 



Syncope at first 
attack; repeated 
loss of conscious- 
ness for the first 
week. 



^ Compared with a collective experience. For a single individual thi» 
experience is not small. One sees in journals occasionally the loose state- 
ment that an operator has had a *' hundred cases or more " of extrauterine 
pregnancy. An investigation of his case books would probably reduce 
this number by more than three-fourths. 
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Table I.— Paroxysms op Pain (Oontinued), 



Time of first oc- 
currence after 
last normal 
menstruation. 



There was no 
cessation of 
menstruation 
First parox 
ysm occurred 
two and a 
half months 
after first ex- 
posure toille 
gitimate im- 

Within a day 
or two after 
last normal 
menstruation 



Two weeks af 
ter last nor 
mal menstru- 
ation. 

Two months 
from last 
sickness. 

Three and 
two-third 
months. 



Five and one- 
half weeks 
from last 
menses. 

Three * lunar 
months. 



Three lunar 
months short 
four days. 

Seven weeks. . 



Two weeks. 



Character. 



Sharp, stab 
bing. 



Sharp, ago 
nizing. 



Severe abdo- 
minal pain. 



Sharp, stab- 
bing; an 
guish. 

Frightful 
agony. 



Violent 
shooting 
pains. 

Dreadfully 
sharp, fol- 
lo^ng a 
blow on the 
abdomen. 

Violent, ex 
cruciating. 

Fearful ab- 
dominal 
pain. 



Great pain 
in lower ab- 
domen. 



Situation. 



Right groin. 



Back and 

front in the 
middle line 
of the lower 
abdomen, but 
extending 
down the 
right leg. 

In lower ab- 
domen ; not 
definitely lo- 
cated. 

abdo- 

and 

right 



Lower 
men 
down 



leg 
:.eft] 



Left lower ab- 
domen, ex- 
tending up to 
epigastrium. 



Lower abdo 
men, extend- 
ing to epigas- 
trium. 

Indefinite; in Several 
abdomen; week, 

down right 
leg. 

Treated for miscarriage. 
In left groin . . I Three in 

I twelve days. 
Treated for miscarriage. 



Repetition of 
paroxysms. 



Several. 



Repeated. A 
particularly 
severe parox- 
ysm,with the 
period delay- 
ed ten days. 



Two severe; 
many less 
violent. 



Several. 



One. 



Three in four 
months. 



On right side; 
down right 
leg. 



Lower 
men. 



abdo- 



Two in two 
months. The 
lastoccurring 
every day for 
three weeks. 

About twenty 
in a month; 
intervals 
completely 
free. 



Systemic effect. 



Suffering com- 
pletely disabled 
her, but she did 
not faint. 



Completely dis- 
abled and bed- 
ridden. 



dis- 
abled and forced 
to go to bed. 

Hysteria, first 
tmie in her life. 



Shock, subnormal 
temperature; 
hollow cheeks; 
sunken eyes^ 
pulse not bad. 

Semi-uncon- 
scious; cold 
sweat; vomitings 

Syncope followed 
by vomiting. 



Syncope followed 
Dy vomiting. 

Syncope in first 
and ** sinking, 
spells" in sub- 
sequent attacks. 

Cold sweat; na 
syncope or ten- 
dency to faint. 
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Table I.— Paroxysms op Pain (Contirmed). 



Time of first oc- 
currence after 
last normal 
menstruation. 



Six weeks. . . 



-Seven weeks. 



Two calendar 
months. 



Two months., 



Two and one- 
half months. 

Two weeks... 



Eight weeks 



^ven and one- 
half weeks. 

After a con- 
tinuous flow 
lasting six 
weeks and 
beginning at 
a normal 
time for a 
menstrual 
period. 



Character. 



Severe 
abdominal 
pains. 

Fearful 
abdominal 
pain. 



Agonizing 
pain. 



Sharp, 
stabbing. 

Severe 

abdominal 

pain. 
Severe 

abdominal. 



Sharp, ago- 
nizing in 
abdomen. 

Sudden, in- 
tense pain. 

Severe 
abdominal. 



Situation. 



Not definitely 
located. 



Repetition of 
paroxys ms. 



One in two 
days; another 
three weeks 
later. 



Not definitely Again in ten 
located. days, and 

thereafter 
daily for 
thr^ weeks. 
Treated for miscarriage. 
In bottom of (Repeated, con 
stomach. { fining her to 
, bed for three 
I weeks. 
Treated for miscarriage 



Confined to bed 
for six weeks 
with pain, f^ver, 
bloated abdo- 
men. 

Syncope and re- 
peated ''sinking 
spells." 



Syncope follow- 
ed by delirium. 



In right groin. 



Not definitely 
located. 



Not definitely 
located; in 
lower abdo- 
men. 

Not definitely Repeated 
located. 



In right groin 



Not located. . . 



Repeated dur- 
ing a period 
of six weeks. 

Repeated in 
twoperiodsof 
three weeks. 

Many attacks 
in a period of 
two weeks 



at 
taicks in a pe- 
riod of four 
months 

Not another 
for three 
months. 

None 



Systemic efTect 



No history of syn- 
cope, sweat, or 
famtness. 

Disabled and con- 
fined to bed. 

Disabled and con- 
fined to bed. 



Disabled and bed- 
ridden; syncope 
in first attack. 

Syncope followed 
by nausea and 
vomiting. 

Dropped to the 
ground in dead 
faint. Carried to 
the hospital and 
operatea on im- 
mediately. 



"degree of precision as a pain described by the patient in strongest 
terms; occurring in paroxysms with intervals ^ee from suffer- 
ing; appearing at any time from a few days to months after a 
normal menstruation; situated often in one groin, though fre- 
•quently indefinitely referred to the lower abdomen; extending 
•down one leg or up to the epigastrium; and a pain so severe as 
4o occasion profound systemic disturbance — syncope followed 
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by nausea and vomiting, a cold sweat, hysterical outbreaks,, 
complete disability, and every appearance of excessive shock. 

These systemic symptoms, be it understood, are the result 
often of the intolerable agony and do not necessarily indicate 
rupture of the sac and internal bleeding. In the majority »of 
my operations there is not enough blood in the pelvis to account 
for the systemic symptoms, and I often find no intraperitoneal 
bleeding at all until the extremely vascular and peculiar adhe- 
sions already referred to are torn in the enucleation and deliv- 
ery of the sac. 

Table II.— Menstrual History. 



Cessation of menses. 



Return of flow. 



Continuance. 



Discharge of decidua*. 



For two months. , 



For thirty-eight 

days. 
None 



None None None. 

Patient died from rupture in a few hours at secondi 
month. 



None.. 



For thirty-eight 
days. 



None; a flow of 
blood occurred 
three weeks af- 
ter last normal 
period. 

Two and one-half 
months. 



None. 



For eight weeks, 
For fifty-three 
days. 



None... 

Miseed 

ods. 



two peri- 



In thirty-eight 
days. 

Menstruation reg 
ular, except tl^t 
one period con- 
tinued a month 

Regularly every 
month; no ces- 
sation of men- 
struation. 



On thirty-eighth 
day; did not re- 
appear at time 
for next period. 

In two weeKS after 
discharge noted 
in preceding col- 
umn. 

In two and one- 
half months. 



Two weeks after 
last normal pe- 
riod. 

In eight weeks 

In fifty-three days. 
(At preceding 
menstrual period 
there had been 
a few drops of 
blood.) 

In four weeks. . . 

In two and one 
half months. 



Lasted twenty- 
seven days. 

One period con 
tinned a month, 
the flow persist 
ing at time of 
operation. 

The normal length 
of time three to 
five davs; fetus, 
two and one-half 
months, remov 
ed at time of 
operation. 

None 



Two days. 



For three weeks. 



For two weeks. . 



For four months . 
For two weeks. , . 



None. 
None. 



None. 



At the appearance 
of the delayedi 
menstruation. 

At the fifth week 
after last normal, 
menstruation; in 
the second flow 
of blood. 

None; rupture oc- 
curred at third, 
month; death in> 
seven hours. 

None. 



None. 
At the 
month. 



third) 



For six weeks. . 
Twelve days. . 



None. 

On third or fourth. 
day of flow. 
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Table II. (Continued). 



Cessation of menses. 



Missed one period; 
returned ten 
days late. 



In thirty-eight 
days. 



For three lunar None . 
months. 



Twelve days late; 
cessation of 
menses for forty 
days from last 
normal period. 

Three weeks late. 



None; a flow ap- 
peared fifteen 
days after cessa- 
tion of last nor- 
mal sickness. 

For six weeks: 
two weeks late. 



For seven weeks; 
three weeks 
late. 



In twelve days; 
then in eleven 
days, and again 
in a lunar month 



For two calendar 

months. 
Two and one-half 

months. 

Missed three pe- 
riods. 



Return of flow. 



In seven weeks; 

again in a week; 

again in three 

weeks; again in 

a week. 
Continued for a month. 



Continuance. 



None. 



Discharge of decidua. 



Lasted one day ; re- 1 
turned in ten 
days; slight dis- 
charge for three 
weeks, then a 
more profuse 
flow lasting al- 
mostcontinuous- 
ly for three and 
one-half months. 

Rupture occurred with profuse inter- 
nal bleeding; no discnarges till five 
days after operation, three and 
one-half months after cessation of 



menses. 

Lasted one day; 
then two days; 
and on third re- 
appearance, 
three weeks. 

No long continued 
flow. 



On the first day of 
third reappear- 
ance. 



On the third day 
of first return of 
flow. 



In six weeks; again 
in seven weeks. 



In seven weeks; 
again in four 
weeks; again in 
forty days 

In two months. . . . 

In two and one- 
half months. 

Three months and 
three, weeks. 



For a week; dis 
charge continu- 
ing at time of 
operation. 

Last menstrual 
discharge con- 
tinued a week 
and was very 
profuse. 

Lasted three 

weeks. 

Six weeks 



Six weeks.. 



None. 



None. 



On the first day of 
the first return 
of the flow. 



On the first day of 

return of flow. 
After four weeks 

of continuous 

flow. 
On second or third 

day of flow. 



Turning next to the tabular statement in regard to menstru- 
ation, one is struck with the fact that the characteristic men- 
strual history of extrauterine pregnancy is one of irregularity 
and often not of cessation at all. In six of my cases, or twenty- 
4seven per cent, there was no cessation of menstruation, and in 
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four more a menstrual period was only delayed ten to twelve 
days. 

Prolonged uterine bleeding, on the other hand, preceded or 
followed by the discharge of decidua, is the almost universal 
rule at some period in the history of a tubal pregnancy. 

Dr. Hirst also reported 

TWO CESAREAN SECTIONS: ONE FOR A FLAT RACHITIC PELVIS 

COMPLICATED BY OBLIQUE DEFORMITY; THE OTHER 

FOR A DERMOID CYST IMPACTED IN THE PELVIS. 

The first operation was not particularly interesting. The 
woman had a rachitic pelvis with a conjugate of seven and a 
half centimetres, and a very considerable oblique distortion 
besides, due to a fracture of the head of the femur when she 
was 1 year old, which was not recognized and had never been 
treated. The child's head had a fronto-occipital diameter of 
thirty-six and a half centimetres. The indication for operation 
was, I think, absolute, on account of the combined flat and 
obliquely contracted pelvis The latter is not by itself such a seri- 
ous matter in labor, but as a complicating factor in an antero- 
posteriorly contracted pelvis it becomes very serious indeed. 

The child Was alive when I gave orders to have the patient 
prepared for operation. I heard the fetal heart sounds, saw 
and felt the fetal movements. In the forty-five minutes re- 
quired to prepare the patient the child died. Its heart was not 
beating when it was extracted. The woman had been in labor 
four days, though the pains had not become excessively severe 
until eighteen hours before. The form of operation was a 
celiohysterectomy, which I always prefer in an insuperably 
obstructed pelvis. The patient made an uneventful recovery. 

The second operation was. to my mind, much more interest- 
ing, on account of the indication: a dermoid cyst impacted in 
the pelvis behind the cervix and under the promontory of the 
sacrum. 

This woman had been examined by a general surgeon some 
time before, who had advocated hysterectomy for what he be- 
lieved to be a fibroid of the uterus — a common mistake, it would 
appear, for I have seen three cases of ovarian tumors impacted 
in the pelvis during pregnancy and labor, all diagnosticated 
as fibroids. My experience in labor obstructed by ovarian tu- 
mors comprises now six cases. In the first T punctured the 
cyst through the vaginal vault and extracted the child by ver- 
sion, using so much violence in pulling its head past the solid 
remnants of the tumor that its neck was fatally injured. The 
mother did well for three days. On the fourth there were 
symptoms of infection or of gangrene in the tumor. I prepared 
to operate on what happened to be the morning of my wedding 
day; was seized, however, with a panic lest I be late at my 
own wedding; begged the late Dr. Goodell to operate for me. 
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which he promised to do, but he f or^t all about it. Six days- 
later Dr. Goodell sent me word that it was too late to operate, 
as the ^tient was dying. Hastening home, I did an ovari- 
otomy, in the true sense of the term, without an anestiietic, 
on what appeared to be a moribund woman, incising the sao 
wall, evacuating a laree quantity of horribly foul contents, and 
sewing the tumor wall to the walls of the abdomen, the whole^ 
procedure taking only a few minutes. To the surprise of every 
one the patient recovered. In the five other cases I have had 
an opportunity of observing, Cesarean section was required in 
three; the tumor was dislc^ged from the pelvis in two, but in 
one of the latter it was necessary to operate in Hie puerperium,. 
as the cyst had become gangrenous in consequence of a twisted 
pedicle. 

It seems clear to me from my own experience, and from 
what I read of such cases, that the treatment of ovarian cysts- 
in pregnancy and labor may be summed up as follows; If dis- 
covered prior to the fifth month of pregnancy the tumor should 
be removed If the patient is seen first at a later period, th& 
removal of the tumor should not be undertaken until at or near 
term, or, better, after puerperal convalescence is completed. If 
the tumor is in front of or to one side of fche womb it may easily 
be displaced and will not obstruct labor. During puerperal 
convalescence the patient should be closely watched, and on 
the first symptom of inflammation or degeneration in the tumor 
it must be removed. If the tumor is behind the womb, im- 
pacted in the pelvis under the pjromontory of the sacrum, an 
attempt may be made to dislodge it with the woman in the knee- 
chest posture, but the greatest caution is necessary not to rup- 
ture the walls. We should all remember the interesting and 
instructive case reported to the Section last winter by Dr. Nor- 
ris of a dermoid cyst in a parturient woman ruptured by too 
violent taxis, with a fatal result in spite of an immediate Ce- 
sarean section and cystectomy. Failing to dislodge the tumor, 
there is, to my mind, but one course worth considering : this 
is a coincident Cesarean section and cystectomy. Puncture of 
the cyst through the vaginal vault I shall never resort to again. 
I should state that the case which makes the basis of this re- 
port has resulted favorably. Both mother and child are doing- 
well. The former^s convalescence, however, was retarded by 
a complication which I think must often be found in the con- 
servative Cesarean section. I operated before labor, at a se 
lected time. The tumor could easily be removed, so I left tha 
womb behind. It was necessary, of course, to dilate the cervix, 
so as to provide a free vent for the lochial discharge. This I 
did thoroughly, packing in a large piece of gauze with the end 
trailing into the vagina, which was removed twenty -four hours- 
later. The drainage was satisfactory for three days. By that 
time the cervical canal had become so contracted again that 
there was retention of lochia, which developed a foul odor. 
Three times in the course of the puerperium was I compelled 
to dilate the cervical canal and to wash out the womb. The 
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tumor had a peculiarity which I have never happened to see 
before. There were two distinct loculi. In one there was 
about a pint of the dark fluid which is commonly seen in a 
multilocular cystoma. In the other there was a large amount 
of typical dermoid contents, sebaceous matter, and hair. The 
whole tumor was about the size of a large fetal head and com- 
pletely filled the pelvic canal. 

Dr. B. F. Baer. — This case which is reported by Dr. Dor- 
land is the only one of repeated extrauterine pregnancy with 
which I have had any experience. The first pregnancy oc- 
curred in 1890. On September 20 she had sharp pain in the 
left ovarian region, followed soon after by fainting and collapse. 
Profound shock continued during the night, but she rallied, 
and on the next day she got out of bed, had another attack, 
and was again very ill. A physician was now called and pre- 
scribed, but did not make a diagnosis. A few days after she 
was up again and had another similar attack. Dr. B. Traut- 
mann was then called and sent the patient to the Polyclinic 
Hospital. 

From the history the case seemed clearly one of extrauterine 
gestation in which rupture had occurred, with repeated hemor- 
rhage and shock as a result. After abdominal section I found 
a large quantity of old blood and an ectopic gestation sac 
which had ruptured along the upper border of the Fallopian 
tube, but the product was still in situ. The gestation sac, 
together with the left ovary, was removed. The right ovary 
and Fallopian tube appeared to be in a healthy condition and 
of course were not disturbed. A smooth recovery followed. 

About fifteen months after the operation, in July, 1892, Mrs. 
L. presented herself at my clinic and stated that she believed 
she was again pregnant and feared that it was abnormal, be- 
cause she had pain in the right iliac region similar to that on 
left side in the previous pregnancy. To my surprise, examina- 
tion revealed an enlargement of the right Fallopian tube. The 
outline of the tube was easily discovered, and it appeared 
to be about the diameter of an English walnut, but longer. I 
at once expressed the opinion that she was probably correct in 
her fears, and ordered her to at once place herself under close 
observation and remain at rest in bed. I was ready to leave 
that same evening on my summer vacation, and therefore re- 
quested Dr. Dorland, who was my chief assistant at that time, 
to take charge of the patient and to operate within a few days. 
Strange to say, in view of her former experience, the patient 
did not take my advice regarding rest in bed, but went on an 
excursion the next day to Atlantic City, and returned with 
symptoms of hemorrhage. Operation revealed, a« stated in 
the report, a right tubal pregnancy, and again saved her life. 

I wish to indorse most earnestly what Dr. Hirst has said 
regarding the value of pain as a diagnostic sign of ectopic 
gestation. Very little dependence should be placed upon the 
menstrual history, for although there is usually a disturbance 
or irregularity of that function, it is often not observed or re- 
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garded by the patient as of consequence. The gestation, as a 
rule, proceeds to the point where such distension of the tube 
occurs that pain results. Sometimes even this is not regarded 
by the patient until a period of development has been reached 
where the pain becomes so severe sind agonizing at times that 
shock supervenes even before rupture. The pain is always a 

fremonitory sign of rupture of the tube or oi tubal abortion, 
wish especially to emphasize this fact. It is a sure sign of 
impending danger, and should at once impress the physician 
with the grave importance of immediate diagnosis. If the 
pain is attended with metrorrhagia, even if it be only slight, 
this should be taken as an additional sign of approaching 
disaster. 

Dr. C. p. Noble. — The question of repeated tubal preg- 
nancy in the same patient is so rare that few of us have ever 
seen it. I have never met with it. Quite a number of my 
patients have had normal pregnancies later, and one has had 
two children after ectopic gestation. I have seen the state- 
ment that a patient who has tubal pregnancy never has a nor- 
mal uterine pregnancy. My own experience shows that is 
erroneous. One or two points in pathology mentioned by Dr. 
Dorland deserve notice. A large number of tubal pregnancies 
were examined by Williams, of Johns Hopkins, who arrived at 
the same conclusion as Sutton — that the tubes had not been pre- 
viously inflamed. In other words, I think we are at sea as to 
the actual cause of tubal pregnancy. From the standpoint of 
diagnosis of tubal pregnancy, my own experience has led me 
to believe that it is not always possible to make a diagnosis. 
I have been absolutely confident of the presence of tubal preg- 
nancy and found a tumor with inflammatory complications; 
^nd, on the other hand, I have believed a tumor was present 
and found tubal pregnancy. In general terms I quite agree 
with Dr. Hirst as to his views as to diagnosis of tubal preg- 
nancy. I think especially the pain and irregularity in men- 
struation, plus the presence of a tender tumor to one side or the 
other of the uterus, and the non-existence of uterine pregnancy 
as indicated by the size of the uterus, are the points upon which 
a diagnosis must be made. I have in almost all the cases I 
have seen noted a suppression of menstruation, perhaps only 
for a week, but still on careful inquiry almpst invariably, if 
not invariably, one period has been skipped. Sometimes the 
period was very short. The last case I saw of this character 
was seen just as the woman died of hemorrhage. She had gone 
over her time only three or four days, and hemorrhage took 
place at that time. She died within less than a week of the proper 
time for her menstruation. In the matter of tubal abortions 
as against tubal ruptures, my own experience is in accord with 
that of Sutton — namely, we meet with more tubal abortions 
than tubal ruptures. I cannot remember the exact figures, but 
I think there are twice as many tubal abortions as tubal rup- 
tures. As to the remaining portion of Dr. Hirst's paper— the 
labor obstructed by ovarian tumor — I am certainly in accord 
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with him that we should not tap these tumors per vaginam. 
I think that is barbarous surgery which should not be followed. 
At the time this teaching came into vogue Cesarean section 
and ovariotomy had the gravest mortality, and probably, be- 
fore the days of antiseptic surgery, it was safer to deliver that 
way. Certainly at this day the chances are in favor of Cesa- 
rean section as against puncture. It would only be by chance 
a woman would escape if the tumor were punctured. The punc- 
ture remains open, and by dragging out the baby through the 
pelvis and bruising the tumor every condition is present for 
the development of septic infection in the ovarian tumor; and 
then only early resort to ovariotomy will save the woman from 
death from peritonitis. 

Dr. John C. Da Costa.— -I have not had a second case of 
extrauterine pregnancy in the same woman in any of my cases. 
I wish to indorse Dr. Hirst^s ideas in regard to the symptoms 
of extrauterine pregnancy. Pain, on which he laid such stress^ 
is really one of our most important symptoms; not ordinary 
pain, but pain of that agonizing character that the woman can- 
not endure it; she falls under it — pain unlike any other. I do not 
think cessation of menstruation is always associated with extra- 
uterine pregnancy, but rather irregularity. As Dr. Hirst states, 
sometimes there is a little flow of blood, sometimes there is a 
continuous leakage; but I think pain of this peculiar agonizing 
character, together with the irregularity of menstruation and 
presence of a tumor, are pretty sure signs of extrauterine preg- 
nancy, and yet with all this I do not feel nearly so certain of' 
always positively diagnosticating an extrauterine pregnancy 
as Dr. Hirst apparently is. 

Dr. G. Erety Shoemaker. — I have not seen a repeated " 
extrauterine pregnancy in the same patient. I have, however, 
seen the normal pregnancy follow extrauterine. A case re- 
cently presented itself which has bearing upon the point of di- 
agnosis in extrauterine pregnancy. She was brought to me by 
a physician who had previously brought a correctly diagnosed 
case of the kind. She had been married ten months; had 
seen no menses for two months, with a history of previous 
regularity. Severe left-sided pain with vomiting appeared 
suddenly three weeks after last period. Constant left-sided 
pain since, with two sharp exacerbations, one eight days ago, 
the other the day before admission. In last twenty-four hours 
her physician had given altogether one and one-half grains 
morphia hypodermatically . There was a bloody, muco-purulent 
discharge. Examination showed the right side of the pelvis 
free, the left occupied by a resistant mass extending behind 
the uterus as far as the median line. This mass, instead of 
being extrauterine pregnancy, as the history suggested, proved 
to be a partial torsion and locking of the uterus below the 
promontory of the sacrum — a very unusual condition, in my 
experience, in an impacted pregnant uterus. The uterus was 
reduced, but miscarriage occurred two days later, and normal 
recovery followed. 
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Dr. E. p. Davis.— I would like to most emphatically in- 
dorse the significance of pain as symptomatic of ectopic gesta- 
tion. An experience is brought to mind in which there was abso- 
lutely no tumor to be found by vaginal examination, in which 
the discharge from the uterus was exceedingly trivial, in which 
the historv of menstrual suppression was entirely unimportant, 
in which the only sign that impressed the physicians who saw the 
case was pain and shock. An abdominal section proved the 
existence of ectopic gestation and of the slow dissection of the 
tube by rupture, the dissection being upon the abdominal side, 
so that no tumor could be felt through the vagina. I am glad 
that Dr. Hirst has made prominent the character of the pain 
and the character of the shock in the absence of other symp- 
toms. I should feel that I had not done my duty unless I 
urged section on a patient with such pain and shock. Th<» 
section itself, in competent hands, would be trivial, otherwise 
there might be a fatal result. 

As regards the other portion of Dr. Hirst's paper, my expe- 
rience coincides with his — that the flat pelvis, obliquely con- 
tracted, is exceedingly dangerous. I have had occasion to 
Eerform Cesarean operation in such cases, and would never 
esitate to do so. Labor in such pelves where Cesarean sec- 
tion is not done often results fatally. If the head is through 
the brim the patient is but half through the danger. In Cesa- 
rean operations in which difficulty arises from lack of drainage 
I have found it necessary in hysterectomy, if the patient was 
not advanced in labor, to pass a dilator through the' cervix be- 
fore amputating the uterus. It should always be done in 
either form of the Cesarean operation. A unique case in the 
literature is reported in which a patient was in labor and a 
pelvic cyst complicated the labor. Taxis was tried and failed. 
The abdomen was opened, when the purulent contents of the 
tumor welled out. The patient was in a condition of shock 
through sepsis, and, as several physicians were present (the staflf 
of the Boston Lying-in Hospital), one gentleman evacuated the 
contents of the cyst, flushing the abdomen, while a second 
perforated the child's head and extracted it with forceps, thus 
avoiding contaminating the interior of the freshly emptied 
uterus with the contents of the suppurating cyst. The opera- 
tors were fortunate in securing the recovery of the patient, 
though her condition was that of extreme shock. 

Dr. B. C. Hirst. — I must disclaim the pretension to an 
ability to diagnosticate every case of ectopic pregnancy. I 
fear that on this point I have been misunderstood. I have had 
precisely the experience Dr. Noble has had. I have made up 
my mind that a certain case was one of ectopic pregnancy and 
have found a pus tube and coincident abortion. I remember 
one case in which I was most confident that the patient had 
a tubal pregnancy, but I found on operation a dermoid cyst 
twisted on its pedicle, and a half-completed abortion from an 
intrauterine pregnancy. On the contrary, I have operated for 
what I thought was an intrapelvic tumor and have found a 
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large extrauterine pregnancy. In the majority of instances, 
however, I feel confident of my ability to make a correct di- 
agnosis before rupture of the sac. 

Dr. Edward P. Davis read a paper entitled 

ECLAMPSIA, ANTEPARTUM AND POSTPARTUM. 

The following cases of eclampsia occurring before and after 
labor illustrate points in the causation and treatment of this 
disorder. 

Mrs. H., age 21, a primipara, was brought to the Jefferson 
Maternity on December 28, 1897, in eclampsia. Dr. J. A. 
Morrow, her physician, accompanied her. She was uncon- 
scious and having severe convulsions at about ten-minute in- 
tervals. The patient was seven months pregnant, but fetal 
heart sounds could not be heard. The position of the child 
was the first, and the presentation a vertex. Upon vaginal 
examination the cervix was still present, the os admitted two 
fingers with diflSculty, while the tissues of the cervix were ex- 
ceedingly resisting. The patient was a slender, pale woman, 
having a normal pelvis, but with very ill-developed muscular 
system. 

The history given was that her mother was a neurotic 
woman. She herself had been ill-nourished from childhood 
and had used tea and coffee in excess. She had suffered 
severely from dysmenorrhea and from headaches caused by 
eye-strain. 

Dr. Morrow reported that two months previous he had been 
called to see her. for an attack of intestinal colic. He had 
urged the patient to report regularly to him, as she evidently 
needed attention. This she failed entirely to do, and he was 
next summoned to her on the morning of her admission, when 
he found her in convulsions. So soon as her family ^s consent 
could be obtained she was brought to the Maternity, arriving 
at 6 in the evening. On admission the patient was immedi- 
ately catheterized, when a few ounces of urine were obtained. 
The examination of this specimen gave the following results: 
Color, amber; specific gravity, 1020; reaction, acid; serum al- 
bumin present in large quantity; sugar, none; urea, 1.13 per 
cent. The patient had passed no urine since early morning. 
She had been treated by the administration of chloral, morphia, 
and other drugs. Her bowels had moved the day previous. 
The condition of the cervix was such that immediate delivery 
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was impossible without incision or rapid dilatation. The pa- 
tient's pulse varied from 120 to 140. 

Under the circumstances, it seemed advisable to bring about 
rapid elimination, and then as soon as possible to empty the 
uterus. Accordingly the patient was put in a hot pack, nor- 
mal salt solution was introduced continually under the skin 
for an hour, while ten minims of Squibb's veratrum viride 
were given hypodermatically. Convulsions were controlled 
by chloroform. Under this treatment the patient^s pulse fell 
to 100; she vomited several times, but did not perspire, while 
the convulsions continued when the patient was not under the 
influence of chloroform. At the end of the hour examination 
showed that the os had become somewhat softened, although 
still resisting. Multiple incisions were then made with blunt- 
pointed scissors, manual dilatation was practised, and a large 
McLean^s bag was inserted after rupturing the membranes. 
The patient's labor pains were intermittent and feeble. She 
was then given a copious irrigation of the large intestine with 
two gallons of hot water. As her pulse was rising rapidly, 
ten minims of veratrum were again injected, the patient put 
in another hot pack, and normal salt solution again injected 
beneath the skin for another hour. At the end of this time 
the patient was delivered with forceps of a still-born child. 
The placenta was immediately expressed, no considerable 
bleeding following. 

At the termination of labor the patient's pulse was 114, her 
temperature 103^°, and she was still profoundly comatose. 
The hot pack and saline transfusion were again repeated, and 
strychnia and atropine given as stimulants. The pulse was 
lacking in tension and the heart action weaker. As the con- 
stant tendency to convulsions continued, at midnight the pa- 
tient was given a half-grain of morphia by hypodermatic in- 
jection. Several severe convulsions occurred after labor, but 
toward morning the patient became quiet. 

Bronchial breathing developed over the bases of the lungs, 
and pneumonia was feared. The patient was given digitalis 
hypodermatically, with rectal injections of whiskey and milk. 
She continued profoundly unconscious. 

On the afternoon of the day following admission the stomach 
was thoroughly washed out, and two and a half grains of 
calomel with ten grains of sodium bicarbonate were poured 
into the stomach. Two days after admission the patient gradu- 
ally regained consciousness. 
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An examination of the first urine secreted after convulsions 
had begun showed an interesting difference in one particular. 
In the first specimen, secreted before the convulsions became 
severe, the specific gravity was 1020 and the urea 1.13 per cent. 
In the second specimen, obtained after convulsions had con- 
tinued for several hours, the percentage of urea had dropped 
to 0.50 of 1 per cent, with the same specific gravity. This con 
dition of the urine remained through the day, while its quantity 
steadily increased until the following day, when, forty-eight 
hours after admission, the percentage of urea was 2.14. As 
the secretion of urine increased, the packs and saline transfu- 
sions were gradually lessened, and intestinal lavage was sub- 
stituted instead. 

The patient gradually made a good recovery and was dis- 
charged on the twenty-fourth day. She suffered from an ab- 
scess near the brim of the pelvis where saline fluids had been 
injected. This, however, was readily emptied, and the patient 
went to her mother's home in Camden, convalescent. Her 
mouth had been badly bitten and her tongue lacerated, and 
some time was required before these injuries were healed. 

Case II. — O. P., age 19, primipara, applied for admission 
at the Jefferson Maternity, and was received on January 12 
at 10:20 p.m. She was then in the first stage of labor. An ex- 
amination of her pelvis showed a simple flattened pelvis, her 
fetus in the usual position and presentation. She seemed some- 
what stupid and had sluggish labor pains, but delivered herself 
early the following morning. At 2 o'clock upon the same 
afternoon she complained of severe frontal headache, and soon 
after had eclamptic convulsions. The convulsions were ex- 
cessively severe and recurred at intervals of a half -hour. Ten 
minims of veratrum viride were injected, and the treatment 
employed in the previous case was used in this. The patient 
had no convulsions after 8 p.m. and made a good recovery. 
In accordance with the rules of the Maternity this patient had 
previously brought a specimen of urine for examination, and 
her excretion was found so deficient that she was told to report 
for treatment. This she failed to do until she came into labor. 
An examination of her urine obtained after delivery gave the 
following result: Specific gravity, 1002; reaction, acid; albu- 
min present in abundance; sugar, none; urea, 0.51 per cent. 
Microscopical examination showed granular and hyaline casts. 
As in the previous case, the amount of urea steadily increased 
under treatment. 
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We have in Case 1 a typical example of acute toxemia with 
albuminuria in a neurotic primipara. Her condition on admis- 
sion was so bad that an unfavorable prognosis was given. It 
will be remembered that her urine was of high specific gravity, 
had abundant albumin and but little urea. Case 2, a colored 
girl, less susceptible to toxins, continued in a toxemic condition 
for more than a week before labor, passed through labor with- 
out convulsions, and then had eclampsia. In her case her 
urine was of low specific gravity, highly albuminous, and con- 
tained a low percentage of urea. Neither patient had swelling 
of the legs or feet, or edema of the face. 

Regarding the causation of eclampsia, I desire to call atten- 
tion to the following points: It seems clearly demonstrated that 
toxins of unknown composition cause eclampsia. These bod- 
ies are not found in the urine of eclamptic patients during 
eclampsia, nor are they found in great quantities in any urine. 
If they were present in the urine the patient would not have 
eclampsia. The percentage of urea, however, in connection 
with the specific gravity and amount, is of value as a clinical 
index of the amount of waste successfully excreted. When 
this is reasonably high the patient is not forming from it within 
her body poisonous compounds. In order to thoroughly search 
the body of an eclamptic patient for the cause of her disease^ 
every tissue of her body would have to be subjected to chemi- 
cal and biological analysis before an exact answer could be 
given regarding the precise cause of this serious disorder. 
That eclampsia can be prevented by regulating the diet of the 
pregnant woman and stimulating her excretion is a fact too 
familiar to require comment. 

An eclamptic patient can be made to excrete by the use of 
the hot pack, and saline injections into the skin and bowel. 
Such treatment, if faithfully carried out, may save the patient 
from eclampsia; but if her tissues have been seriously damaged 
by the poison, she may recover from convulsions only to die 
from pulmonary gangrene or failure of the nervous centres. 
In these cases veratrum viride seemed of decided service. In 
Case lit may be urged that immediate delivery was demanded^ 
But delivery did not stop the convulsions, and valuable time 
would have been lost had it been attempted at once. 

As regards a prognosis in eclampsia, it must be based upon 
several factors. The youth of the patient, her freedom from 
alcoholism, gout, or previous kidney failure, are important fac- 
tors. The element of time is of the gi oatest value. Each half- 
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hour with an eclamptic patient that passes without vigorous 
treatment is greatly to her disadvantage. 

Another element of great importance in forming a prognosis 
is the acute or chronic nature of the toxemia present. Patients 
whose urine shows evidences of sudden kidney failure are more 
favorable cases than those in which albumin is absent, the 
specific gravity of the urine low, and the process a chronic one. 
It must also be remembered that the vigor or sluggishness of 
the other excretory organs besides the kidneys is an important 
factor. 

Dr. B. C. Hirst. — I would like to indorse Dr. Davis^ re- 
marks in regard to the treatment of eclampsia as exemplified 
in his first case. I believe a great deal of harm is done by the 
idea prevalent in general practice that the main thing in the 
treatment of antepartum eclampsia is to get the woman de- 
livered with the least possible delay. In the University Mater- 
nity I have had an unusual number of such cases. A tele- 
Shonic and ambulance service secures us a large number of 
esperate eclampsias. The attendant physician, fearing a fatal 
issue, has his patient transported to the hospital, where he 
knows she can secure better treatment than in the poor sur- 
roundings of her own home, and, I dare say, is influenced some- 
times by the desire to escape the odium of a death and to trans- 
fer the responsibility to the hospital authorities. 

In spite of the desperate character of many cases referred to 
us, we have lost but two women from eclampsia in the whole 
history of the University Maternity since its foundation nine 
years ago. We have saved all the rest by carrying out prac- 
tically the same routine which Dr. Davis advocates. One of 
the women died because on one occasion we were induced to 
depart from our general practice. Her physician accompanied 
her to the hospital in the ambulance. She was eight months 
pregnant. My assistant took charge for me and carried out 
the principles of treatment that Dr. Davis has described — 
namely, induced sweating and purgation, administered sub- 
cutaneous salt injections, gave veratrum viride, etc. — ^with 
gratifying results, but all the while the accompanying physi- 
cian kept repeating: "Why don^t you get her delivered?^' 
Influenced at length by this importunity, mj assistant ceased 
his eliminative treatment, turned his attention to forcible di- 
latation of the cervix, and delivered the child quite quickly. 
The woman died within an hour afterward, whereas up to the 
time of the accouchement force her progress had been satisfac- 
tory. I believe in this case, if the routine practice of the hos- 
pital had been followed, she would have recovered. That is 
to say, if the poison in her blood had been eliminated by active 
treatment before the womb was emptied, the woman would 
unquestionably have had a better chance. 

The second death was very interesting. I was called one 
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morning to see a woman brought in the ambulance. She was 
^even and a half months pregnant and had had two convul- 
sions. The resident physician had immediately begun the 
methods of treatment he knew I favored. Under this plan of 
management the woman had regained conaciouoness. Her 
features were less bloated. The pulse had very much im- 
proved. I directed that the treatment should be continued. 
As I turned to leave the room, almost before I reached the cor- 
ridor, the patient died, though a moment before her pulse had 
been 80, her consciousness clear, and there had not been con- 
vulsion for an hour. The postmortem examination showed 
the cause of death to be embolism of the pulmonary artery, 
which was perfectly occluded, as were its two main branches. 

Dr. G. M. Boyd. — I also wish to indorse Dr. Davis' remarks 
in regard to the treatment of eclampsia, in spite of the fact 
that m several cases I have carried out the method of empty- 
ing the uterus with success. I feel, though, it is wise to start 
up the emunctories before emptying the uterus. We do not 
-as yet know the true cause of eclampsia. Certain cases, in spite 
of our best efforts, will terminate fatally, and in two cases with 
a fatal termination at the Lying-in Charity the convulsions did 
not develop until after delivery. It seems to me that in these 
two cases there was distinct renal disease, and the eclampsia 
was a true uremia, not due to the development of some toxic 
element in the blood. 

Dr. p. LoNGAKER. — I feel like indorsing Dr. Davis^ state- 
ments in the main. I think the various processes of elimination 
should be set in motion. I saw very early in my practice a case 
which demonstrated the wisdom of this plan of treatment. In 
this case the labor was allowed to go on spontaneously, and 
^fter the convulsions had been arrested, some three or four 
days later, she was delivered of a still-born child. I have not 
had any experience with the tincture of veratrum viride, and I 
should like to ask Dr. Davis to tell us whether he uses it in its 
pure form. I feel like using chloral and bromide very freely in 
these cases rather than relying on chloroform. I think many of 
these cases bear venesection, especially if they are seen early, 
very well, and I believe in free bleeding in most of them. 
Start the emunctories going, get the patient to sweat, with 
thorough purgation with elaterium, chloral, and bromide per 
rectum, and venesection. This has been the plan of treatment 
which I have found very satisfactory. I have, too, in some 
three or four cases used morphine in good-sized doses. Most of 
the cases I have seen have made recoveries. I only remember 
a single one that died, and I have seen probably eight such cases 
ante- and postpartum. 

Dr. J. F. Prendergast. — In regard to the injections of the 
normal saline solutions, will Dr. Davis kindly inform us as to 
the points of selection and the instrument which he uses? I 
think the plan is an excellent one. If our text books and old 
plans could be cast aside, the medical profession, and particu- 
larly the poor patients, would be immensely benefited. I 
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recently lost a case of this character. I emptied the uterus at 
once. The patient lived about twenty-four hours and died, 
practically, of edema of the lung. She did not become uncon- 
scious until immediately before her death. 

Dr. John B. Shober. — Veratrum viride is a drug which 
practically bleeds one into his own tissues by dilatation of the 
<5apillarie8, and therefore in connection with the use of this drug 
I think we should bear in mind the inadvisability of venesec- 
tion. Not very long ago I had an experience in my practice at 
Bar Harbor in the case of a woman who became eclamptic at 
the seventh month. The physician in charge had given her 
morphia and had instituted treatment by large enemas of saline 
solution. He had used also the hot pack and large doses of 
cathartic drugs with some success. The urine was very scanty, 
liigh-colored, and contained two-thirds albumin. The pulse 
was rapid, but fairly good. I advised the use of the fluid ex- 
tract of veratrum viride, and recommended doses of twenty 
minims every four hours. This was kept up for two days and 
gradually diminished. The pulse became slower and fuller and 
its strength was not impaired. The general condition of the 
patient improved. At the same time active catharsis was kept 
Tip by the use of salines and calomel. I think it would have 
been a mistake to have bled her. Under appropriate subse- 
quent treatment she recovered, and at full term had a living 
child. This case was reported to the Section about a year ago. 

Dr. E. p. Davis. — As regards Dr. Hirst^s remarks upon my 
paper, the importance of the pulmonary complications of 
•eclampsia can scarcely be overlooked. His own case of pulmo- 
nary clot is a striking instance of what not rarely happens, but 
may not be diagnosticated. In a recent experience an alcoholic 
patient, brought to us comatose and in eclampsia, was literally 
made to eliminate, became conscious, but then died of pulmo- 
iiary gangrene. There is something in eclampsia which predis- 
poses to pulmonary complications. We know by experiments 
on animals that the ferment in eclampsia produces thrombosis 
and embolism, processes which cause pulmonary complications. 

Dr. Prendergast has spoken of pulmonary edema. It is 
always a fear that the patient may pass through eclampsia only 
to die of pulmonary edema. If ther^ is a tendency to pulmo- 
nary congestion, strychnia and atropia should be given freely. 

As to the method of treatment described: The patient is 
placed in a hot pack, and the blankets are so arranged that 
their edges meet at the lateral portion of the body. A fountain 
syringe or two fountain syringes are taken, and the two syringes 
are attached to perforated needles of considerable size; the 
points of puncture are on the lateral aspects of the thighs, the 
•connective tissue of the pelvis, and the connective tissue just 
below the lower border of the axillary space; in extreme cases 
rapid absorption may be secured by introducing fluidinto th e 
■supra- and infraclavicular spaces. If two nurses are assigned 
to the patient, fluid can be mtroduced in suflScient quantity, a 
pint of fluid readily in an hour. I do not recall the amount of 
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fluid introduced into this patient, four pints and more, and 
treatment was continued forty-eight hours with practically lit- 
tle intermission. The abscess which developed was a trivial 
affair and is the first one I have seen after this treatment. 
Irrigation of the bowel copiously is important. The patient can 
be placed on a Kelly pad and water allowed to run in and out of 
the bowels. 

As to veratrum viride, reliable preparations are not readily 
obtained. I am in the habit of using oquibb^s tincture. Phar- 
macists say that it is a reliable product. The action in this 
case is not to be explained altogether by pharmacology. It is 
not only a bleeder into the system, but has a relaxing effect 
upon the woman in labor. It seems that the os softens under 
veratrum much as it does under chloral. As to dosage, I have 
not given it by the mouth, nor should I care to do so, because 
its action would be too slow and too uncertain for the purposes 
of eclampsia. I should have no hesitation in using ten minims 
every hour until three doses had been given, or thirty minims 
hypodermatically, of Squibb's. I should suppose forty to sixty 
beats of pulse fall would ensue. That is the experience of those 
with whom I have consulted. 
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stated Meeting, March 17, 1898. 
Edward P. Davis, M.D., in the Chair. 

Dr. George Erety Shoemaker reported cases: 

(a) extrauterine pregnancy. (6) interstitial fibroma; 

hysterectomy; recovery, (c) intraligamentary 

fibroma; hysterectomy; recovery. 

(a) extrauterine pregnancy. 

This case is of interest as showing the danger of relying 
upon a temporary arrest of hemorrhage, and also as demon- 
strating a possible method of spontaneous cure. 

Mrs. M. T., aged 37. Brought by Dr. Joseph Farley, who 
had correctly diagnosed her condition. Strong, muscular wo- 
man. One child 14 years ago, no miscarriages. Since the 
labor, which was followed by some fever, her menstruation has 
been irregular, interval three to four weeks, duration from three 
to twenty-one days, with pain the first two or three days. 
Quantity not excessive usually. She never missed any periods 
until this time. 

History of Present Attack. — Three weeks before she was 
brought to the hospital, her menses having been last seen 
nine weeks before that time, there was severe pain in the right 
iliac region, radiating to the vagina and rectum, where the pain 
has since often been more severe than in the abdomen. Dur- 
ing the three weeks which have elapsed since the first paroxysm 
there have been three others, with sharp and stabbing pain, 
accompanied by vomiting, and followed by faintness and thirst. 
For one week a dark reddish discharge. No morning nausea. 
No frequency of urination. Between the paroxysms the patient 
has had some dull pain, but rode her bicycle several miles the 
day before admission. 

Examination. — Abdomen extremely tender in right ovarian 
region. Per vaginam a rounded mass, the size of a fist, rather 
high up and involving the broad ligament on the right side; 
uterus normal in size, restricted in movement, cervix soft, cul- 
de-sac empty; vagina decidedly blued; breasts suggest preg- 
nancy. Diagnosis, partial rupture of extrauterine pregnancy. 

Operation. — Black clots free in peritoneal cavity. Fetus 
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near the incision. In order to make a pedicle it was necessary 
to turn clots out of the right broad ligament, after clamping. 
A separate hematoma filled with recent blood dissected up the 
posterior pelvic peritoneum. The peritoneum was torn through 
and this blood washed out. After ligating the right tube and 
ovary no bleeding occurred. The postperitoneal hematoma waa 
separated from the distended broad ligament by a distinct sul- 
cus and appeared to contain a pint of blood. It had probably 
formed just before or during operation, and illustrated the 




Fio. 1. — Extrauterine pregnancy. 

fact that a recurrent hemorrhage may take place when the ori- 
ginal point of bleeding is closed, as had spontaneously occurred 
here. Salt solution flushing. No drainage. Recovery un- 
eventful. 

Specimen. — The original rupture had occurred on the upper 
posterior surface of the tube, near its middle, and the opening 
had been spontaneously closed by the frond-like placental struc- 
tures which can be seen in the illustration at A protruding 
like a fungoid growth from the opening. The fetus is appa- 
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rently six or seven weeks old, the body and head measuring 
four and a half centimetres. There is broad-ligament tissue in 
the specimen, which, like the tube, is distended by clot. The 
attached ovary is normal. The placental formation is still in- 
complete. 

(6) FIBROMA; HYSTERECTOMY FOR HEMORRHAGE; RECOVERY. 

X., single, 37 years old, private patient. Ten years ago the 
menses began to be too free. For the past three years severe 
hemorrhage has occurred several times, and one week before 
coming under observation the patient fell down stairs from 
weakness following a severe bleeding. The menses always 
last a week and for the first three days she would soak twelve 
to fourteen napkins a day. Bladder irritation from pressure 
very annoying. Four years ago pain down the legs and in 
walking was severe and the left foot swelled. This was prob- 
ably due to pressure, afterward relieved by change in position 
of the growth. Examination showed an intrapelvic fibroma,, 
very slightly movable. The anterior vaginal wall was de- 
pressed by the growth, the cervix far back. Impossible to raise 
mass from pelvis. Vagina very small, perineum rigid. As the 
hemoglobin was only 42 per cent and the patient had striking 
symptoms due to anemia — viz., tinnitus aurium, palpitation, 
precordial distress, faintness on ascending a few steps — at- 
tention was given to the blood condition prior to operation, as 
hysterectomy would then have been dangerous. By rest in bed 
until just before the next period, by massage, careful feeding, 
and the administration of manganese and a peptonate of iron, 
the hemoglobin was brought to 62 per cent, beyond the danger 
line, and operation was performed by the abdominal route. 

Operation, — The single hard fibroma was interstitial and 
had developed below the bladder attachment in the anterior 
uterine wall; continuing to enlarge, it had raised up both bladder 
walls and made the bladder and broad ligaments appear like 
a tensely drawn horizontal sheet across the top of the uterus 
and tumor. Ligation of the blood supply made bloodless am- 
putation of the uterus possible, after dissecting down the 
bladder. Myomectomy was not deemed wise owing to the situ- 
ation of the mass under the bladder attachment and because 
the chances were in favor of the invasion of the uterine cavity 
by the growth, as afterward proved to be the case. The pa- 
tient made a splendid recovery and has gained much weight. 
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Her delight at delivery from her trouble of years knows no 
bounds. 

Specimen shown. — Both tubes and ovaries present. One 
ovary greatly flattened out, apparently by prolonged pressure. 
The fibromatous nodule in the anterior wall is three inches in 
diameter. It is covered by a capsule of uterine muscle one- 
fourth of an inch thick. The nodule is exposed within the ute- 
rine cavity over an area half an inch in diameter, well above 
the internal os. 

Remarks. — The question of myomectomy from below was 
considered in this case, but the smallness of the vagina and the 
locking of the mass in the pelvis made it impossible to deter- 
mine whether all of the foci of development could be removed 
or not, even were free incision of the perineum and vagina 
done. The vaginal operation would have been bloody, and the 
patient was anemic. That she was single and 37 years old was 
not without its bearing on the question. 

(c) INTRALIGAMENTARY, MULTINODULAR FIBROMA; 
HYSTERECTOMY; NEPHRITIS; RECOVERY. 

B., age 36, single. Sent by Dr. M. L. Focht, of Lewis- 
burg, Pa. Well until one year ago, when the tumor was first 
noticed as a lump the size of a fist. About the same time the 
periods, formerly normal, became profuse, ten to twelve nap- 
kins a day being required for four or five days, the periods 
appearing every three or four weeks. Other symptoms not 
prominent, except bladder irritation. From the prominence of 
the tumor in the lower abdomen the patient, who was single, 
.was somewhat sensitive. 

Diagnosis of hard, multinodular, probably intraligamentary 
fibroma, rapidly growing and causing hemorrhage, made the 
advice in favor of hysterectomy necessary. Urine examina- 
tion negative. 

Operation. — On opening the abdomen the two ovarian ar- 
teries and the right uterine were secured without difficulty. It 
was then necessary to shell out an intraligamentary mass on 
the left before securing the uterine artery of that side, much 
care being required to avoid injury to the ureter. The cervix 
was cut oflP, closed with chromicized gut, and the stump cov- 
ered and dropped. The abdomen was closed without drainage. 
There was little shock, the pulse ranging from 72 to 85 during 
the next twenty-four hours, being 70 when she left the operat- 
ing room. At the end of sixty hours, notwithstanding the fact 
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that the bowels had moved freely and there was no vomiting, 
there was a sudden rise of temperature to 102°, touching 104° 
the next day, and then remaining steadily near 103°. The 
urine was found to have diminished greatly, four ounces only 
being collected in twenty-four hoUrs on the fourth day, and 
this contained albumin with hyaline and fatty casts. Prompt 
resort to continuous digitalis poultices over the back, after dry- 
cupping, subcutaneous salt solution to counteract threatening 
uremia, the administration of caflfeine, nitroglycerin, and spar- 




FiG. 2.— Intraligamentary fibroma, seen from bielow. 



teine freely, resulted within twenty-four hours in re-establish- 
ing the urinary excretion, and the danger was over. The 
temperature did not remain below 100° until nine days had 
passed. The casts, which had become granular, did not disap- 
pear until the seventeenth day, and the albumin not completely 
until the twenty -seventh day. There were no abdominal 
symptoms at any time suggesting sepsis. A new lot of cumol 
chromicized catgut was used for the first time in the abdomi- 
nal wound of this patient, and proved afterward to have been 
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untrustworthy. There was oozing between stitches in the first 
twenty-four hours, and some bleeding above the aponeurosis. 
After skin healing had occurred it was necessary to drain this 
localized collection within the subcutaneous fat on the seventh 
day. The primary skin union did not break down. The 
wound did not become dry at the point of drainage for two 
weeks. This illustrates one of the disadvantages of the meth- 




FiG, 8.— Intraliftamentary fibroma, seen from the side. 

od of suture in layers, but the results of the intracutaneous 
suture are so absolutely perfect in the overwhelming majority 
of cases that the writer always employs it. Repeated examina- 
tion per vaginam during convalescence failed to detect any 
sign of tenderness or other intra-abdominal complication. The 
patient was discharged well six weeks after operation, having 
been kept under observation and on a milk diet two weeks 
longer than usual on account of the nephritis. 

The illustrations show the tumor as seen from below and 
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as seen from the side. An inch measure is seen in the pic- 
ture. A pin is stuck at the peritoneal limit of an intraliga- 
mentary nodule. A stylet is thrust into the uterine cavity. 
The tumor weighed four and three-quarter pounds, and con- 
sisted of twenty or more nodules, so distorting the uterus as to 
make its normal topography unrecognizable. 

The case is of interest owing to the intercurrent attack of 
nephritis. The temperature was probably due to this cause, as 
it was extremely regular in its curve, being taken every three 
hours, antedating by four days the wound irritation and large- 
ly subsiding before this appeared on the seventh day. The 
bowels moved freely, without difficulty, from the second day 
on, and no evidence of sepsis could be detected. The prompt 
recovery of the patient is an indication that the temperature 
was not due to general infection. Although the urine was 
negative at the examination before operation, it must be con- 
sidered as probable that some nephritis had previously existed. 

Dr. John B. Shober. — I have brought with me to-night two 
specimens which may be of interest as illustrating the fact that 
at times we cannot always be sure of our diagnosis in extra- 
uterine pregnancy. One is an interesting example of extra- 
uterine pregnancy where the diagnosis of pus tubes had been 
made and upon operation extrauterine pregnancy was found. 
The other specimen is from a woman I operated on to-day, in 
whom I made the diagnosis of extrauterine pregnancy and 
found pus tubes. 

The case I operated on to- day is a young woman, 17 years 
of age who married last September and missed her October 
period. In November she had a flow at the regular menstrual 
time, which was accompanied by very severe i)ain and much 
more profuse than had been her habit. The pain was intense. 
She saw her December and January periods, and they were 
both characterized by the same symptoms, and early in Febru- 
ary she menstruated again and the flow lasted three weeks. 
With each period she suffered a great deal of pelvic pain. She 
was sent to the city for an operation, her physician supposing 
that she had had a miscarriage and anticipating that nothing 
more would be necessary than a curettement. But upon exam- 
nation I found a mass upon the right side that was continuous 
with the cornua of the uterus and about three-quarters of an 
nch in diameter; the left side appeared normal. I supposed I 
was dealing with a case of extrauterine pregnancy, but found 
pus tubes on both sides. The abdominal ostia were closed, 
cheesy material at the end of the left tube, and the ovary and 
tube intimately adherent together and close up to the uterine 
cornua. 

In the case of extrauterine pregnancy I found a gestation sac, 
about the size of a small walnut, lying between the extremity 
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of the left tube and the ovary. A small rent in it was plugged 
with blood clot, and a recent clot was found in Douglas' pouch. 
The case presented no symptoms of pregnancy, but had pre- 
sented all the symptoms of pus tubes. 

Dr. Shoemaker. — As to the feasibility of attacking small 
growths from the vagina, I would like to have the views of the 
members of the Section. 

Dr Richard C. Norris. — While in Berlin I saw a number 
of fibroids and pus tubes that were removed by vaginal hyste- 
rectomy, and I had the opportunity of watching the convales- 
cence of these patients; and I was very favorably impressed 
with the technique and immediate results of this operation. 

For Dr. Shoemaker's first case, it would have been a very 
simple matter to have split the uterus in half, clamped or 
ligated the broad ligaments, and removed the tumor and uterus 
without the disadvantages of an abdominal operation. The- 
question of attacking larger tumors by the vagina is one, I 
think, of a great deal of interest, and I was very much interest- 
ed to see that men who are the experts in Berlin in vaginal 
operations do abdominal hysterectomy for larger fibroids. 
The vaginal operations for pus tubes and for extrauterine 

fregnancy offer a field for considerable discussion. In Vienna 
saw an operator attempt the vaginal operation for extraute- 
rine pregnancy that had ruptured. It was his intention to 
remove only the involved side, but the bleeding was so profuse 
that clamps or ligatures were useless, and it was necessary ta 
do hysterectomy and remove the other tube and ovary to con- 
trol the bleeding — a, complication which would not arise in ope- 
ration by the abdominal route. I believe there is a field for the^ 
vaginal operation in carcinoma, in certain cases of pus tubes 
and fibroids, and in conditions of minor pathological changes in 
the pelvis. In my judgment the vaginal operation for certain 
classes of cases offers advantages not sufficiently appreciated, 
in America. 

Dr. G. M. Boyd.— I have recently had two ectopic-gestation 
cases. They were sent late to the hospital, some one month or 
more after the primary rupture, and this caused difficulty to 
make diagnosis. One case was supposed to have been a fibroid 
tumor, the other an old inflammatory tubo-ovarian case. Both 
were operated upon by the abdominal route, and in both cases 
extensive inflammatory adhesions had taken place. Both were 
the frequent form of ectopic gestation called by Bland Sutton 
tubo-abortion. In one case the adhesions were excessive. It 
called to my attention particularly the lack of wisdom in attack- 
ing some old cases of ectopic gestation by the vaginal route. 
There was an extensive bowel adhesion which demanded care^ 
f ul dissection, which, after a great deal of difficulty, was libe- 
rated. I believe the treatment of that case by the vagina^ 
would have been a very serious procedure. 

Dr. John C. Da Costa. — I think Dr. Shoemaker showed a 

freatdealof judgment in attacking that tumor from above, 
[ere was a womstn, single, with a vagina that had never beeu 
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distended^ a tumor that he had very great difl5culty in remov- 
ing. The vaginal route is particularly adapted to small tumors 
and cancer, especially when you do not want to soil the perito- 
neum if you can help it. For fibroids, even as small as that, the 
security and rapidity with which an abdominal operation can 
be done, and the freedom from risk of hemorrhage which most 
of us have seen, recommend that route. 

In regard to diagnosis of extrauterine pregnancy, it is a very 
hard thing to make. Dr. Shober has told us to-night how 
mistaken we are apt to be. I think the mistake of pus tubes 
for ectopic gestation, and vice versa, is the most common. 
There are two or three symptoms, however, which generally 
guide us very well. One, I think, is the pain: it is a pain un- 
like any other pain. Another is the irregularity of bleeding 
that may come on between or at the menstrual periods, it 
may be an apparent menstruation, a free discharge, or mere 
leakage. These symptoms, with a steady growth of the tumor 
to one side of the uterus, generally warrant us in making a 
diagnosis of extrauterine pregnancy. 

Dr. Shoemaker. — In regard to the diagnosis of extrauterine 
pregnancy, I would say that this was a case in which there 
was not the slightest difficulty, as it presented the classical 
symptoms, and after seeing the case 1 was able to telephone 
my friends to come to the hospital to see an operation for extra- 
uterine pregnancy. 

I was interested in the discussion of Dr. Norris in regard to 
the vaginal enucleation of small fibroids. This route was not 
chosen here because this vagina was so very small, ether being 
required to make ordinary examination, and because from lock- 
ing of uterus in the pelvis the exact relations were not at all 
demonstrable under ether. I feared hemorrhage, and, as she 
had been almost dead from hemorrhage as it was, I chose the 
route which would give the greatest certainty and the least risk 
of hemorrhage. The brilliant later result has amply justified 
the course which was adopted. I am sorry there was no dis- 
cussion of the point of diflferential diagnosis between acute 
nephritis and acute sepsis. It may be an exceedingly anxious 
one for two or three days, and I reported this case because I 
thought it might throw possibly some light on the subject. 
Dr. Griffith, who saw the case on consultation, agreed with me 
that the regular temperature was due to nephritis, particularly 
as it antedated what superficial wound irritation there was, and 
so promptly disappeared on the re-establishment of kidney 
function. 

Dr. E. p. Davis spoke 

UPON THE cleansing OP OPERATING ROOMS, WITH THE EX- 
HIBITION OP A FORMALDEHYDE DISINPECTOR. 

It is not my purpose to exhibit any special form of apparatus 
for disinfection, but rather to call attention briefly to some prac- 
tical considerations for cleansing operating rooms. It is the 
experience of all of us that at times our operating rooms, of 
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whatever size, seem to become non-sterile, and that the occur- 
rence of pus or possibly bad results we are apt to ascribe to the 
bad condition of the room. Since the discovery of enamel 
paint it is perfectly possible in old buildings, by the use of this 
paint well applied, to make ceiling, walls, and furniture of any 
operating room capable of very thorough cleansing by ordinary 
means — that is, by washing with soap and water, followed by 
the application of antiseptic fluids. I recently had occasion to 
have cultures made from the delivery room of the JeflPerson 
Maternity, in which a normal confinement had been followed 
by the customary scrubbing. I wished to ascertain what the 
condition of the room was after this routine procedure. There 
had been no high temperature following obstetric operations, 
but the cultures were made to see how applicable and efficient 
such methods of cleansing are. Dr. Harris, pathologist to the 
Jefferson Hospital, very kindly exposed culture plates and was 
able to obtain but a very few growths of innocuous moulds, so 
that it may be said to be possible to use a room for confine- 
ments, with patients brought at times in ambulance, and to 
keep it in a very cleanly condition by scrubbing. The same 
would be true of any operating room devoted to abdominal 
surgery. 

There arises, however, the question of disinfecting a room 
which we fear is infected. We are familiar with the old sul- 
phur method which has been our principal reliance in the past. 
The use of formaldehyde has been carried on extensively abroad. 
Doty, Health Officer of New York, has made numerous trials. 
Harrington, at the Boston City Hospital, has extensively experi- 
mented with it, and, following his suggestion, the authorities of 
the Boston City Hospital regularly disinfect with formaldehyde ► 
The apparatus I show consists of an alcohol lamp with six 
wicks, placed in a very simple but firm tray and placed be- 
neath an iron shield in the summit of which is a cup surrounded 
by wire. The pastilles of formaldehyde are furnished by the 
hundred and cost, in lots of five hundred, seven-tenths of a cent 
each, which is expensive. For the ordinary operating room (I 
use the term ordinary as applied to the average operating room 
in a hospital devoted to gynecology and obstetrics) at least one 
hundred of these pastilles would be required to disinfect the 
cubic contents of each room. This would be a cost of seventy 
cents to one dollar. The pastilles are placed in the cup, the 
room is thoroughly closed by plugging, and the alcohol lamp 
ignited and the room shut up. if disinfection begins at 8 
o^clock in the evening, at 6 or 7 the next morning the room may 
be opened, and one hour from that time it may be used. Dr. 
Harris found by exposing culture plates that even such forms 
of germ life as escaped scrubbing were destroyed with rapidity. 
Harrington found, on placing streptococci, anthrax, and other 
virulent germs in apparatus in clothing and then usir^ form- 
aldehyde, that very excellent results were obtained. There is 
a cheaper way of disinfecting by the use of formochloride. 
Formaldehyde fumes, while they are almost insufferable, pene- 
trate but slowly into adjoining apartments*— an important point 
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when we remember the annoying odor when sulphur is used, 
no matter how careful the method of closing the room. I may 
summarize my observations as follows: 

The importance of supervising the construction and finish of 
our walls, furniture, etc., in operating rooms in new buildings. 
Where we have to deal with old buildings the walls should be 
enamelled, and this should be repeated yearly or every six 
months; we are then in a position to keep such rooms sterile 
with the service our nurses and scrubbers can give us. 

We have in formaldehyde at the present time the most effi- 
cient, the quickest, and the best disinfector for rooms. 

There is upon the market what is called a disinfecting lamp, 
designed for small apartments, which is not sufficient for ope- 
rating rooms, as it is intended for the ordinary bedroom. 

The experiments that have been made regarding the sterili- 
zation of catgut by formaldehyde may be mentioned in this 
connection. Formaldehyde is an efficient surface disinfector, 
but it is useless to attempt to sterilize the interior of catgut by 
formaldehyde, if some experiences may be accepted. Attempts 
to sterilize catgut by boiling the gut in formaldehyde have been 
ineffectual according fco some reports. Others say they have 
succeeded perfectly. Its value as a disinfector for suture mate- 
rial is not yet clearly proven. 

Dr. B. C. Hirst. — I have been using the formaldehyde lamp, 
shown by Dr. Davis, in the University Maternity all winter. 
All the lying-in rooms in which there has been any fever are 
always treated in this manner. This is the best form of lamp 
for formaldehyde disinfection, I think, upon the market. I 
was much interested to hear what Dr. Davis said about form- 
alin catgut. I have been using it since last spring, and I think 
I have had a uniformly sterile lot of gut from the method I 
employ. My plan is to soak catgut in benzine to get all the 
fat out of it; then to soak it in sterile water for twelve hours 
in order to make it as absorbent as possible; then to immerse it 
in a five per cent solution of the commercial forty per cent 
solution of formaldehyde for some fourteen or fifteen hours; 
then stretch it on a frame, as Edebohls recommended in the 
preparation of his chromicized gut, for three or four days to 
thoroughly dry it out, soaking it next in juniper oil over night 
to make it more flexible, and finally boiling it in alcohol at 240°. 
The method sounds complicated and it takes a good deal of 
time, but is very little trouble. I have had some of this gut 
examined and had negative results bacteriologically from it. 
This is a subject of very great practical importance to us all. 
If formalin gut can be made sterile it is an almost ideal suture 
material, having just the durability that we require. I find in 
all plastic work in the vagina it lasts a good two weeks. Three 
days later it is either gone altogether or else can be lifted off 
the vaginal surface with forceps. It is, therefore, far superior 
to chromicized gut, which lasts much too long. I had a dis- 
agreeable experience a year or more ago after using Edebohls' 
method of preparing gut. For some six months I was kept 
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busy taking out resistant sutures from patients on whom I had 
operated for lacerated vagina, cervices, etc., so that I have given 
up chromicized gut, excepting in an Alexander's operation 
where it can be thoroughly buried and we welcome its exces- 
sive durability. Formalin gut is, as far as I know at present, 
sterile, and it seems to possess all the ^[ualities required of cat- 
gut, except that it is a little more brittle than any other gut 
which I have used. It is more apt to break when the second 
or third knot is put in it. I have thought lately that I have 
overcome the brittleness by soaking in juniper oil, but I have 
only used that modification in two or three cases lately and 
therefore cannot speak positively on the subject. 

Dr. Q. E. Shoemaker.— Any method of preparation by 
formalin which involves after-handling of the gut — for instance, 
stretchingj on a frame by the hands and drying in the air, 
where it is more or less liable to get dust upon it — vitiates the 
universal applicability of the method; and if after this the gut 
is boiled under pressure in alcohol, a method which has stood 
a very careful and searching test, there is nothing to indicate 
that the formalin is the active agent in sterilization. The 
method of Dr. Edebohls, which consists in sealing chromicized 
catgut in two separate containers in alcohol, then boiling for 
six nours at a temperature of 212° in an Arnold sterilizer, has 
stood a searching test, and that is a method which is not open 
to the objection of handling gut after it is sterilized. That is 
the weak point in many methods. 

Dr. E. p. Davis.— As regards the sterilization of gut in the 
experiments I mentioned which were not successful, the main 
reliance was placed upon formaldehyde. In Dr. Hirst's 
method the alcohol and other agents employed might be suffi- 
cient without the use of formaldehyde at all, but in the method 
I described formaldehyde was made the active disinfecting 
agent and the results were not satisfactory. Experiments are 
now on foot, which are not completed, which show that formal- 
dehyde has this important property, that it alters the tensile 
strength of catgut less than any other sterilizing agent. Dr. 
Hirst has observed this clinically. Whether it can by this 
method be made perfectly sterile is a question which must at 
present remain sub judice. 
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stated Meeting, April 22, 1898. 

Edward P. Davis, M.D., in the Chair. 

By invitation, Dr. Edward Reynolds, of Boston, read a 
paper entitled 

THE CESAREAN VERSUS FETAL MORTALITY. 

The proposition which I wish to advocate to-night is that 
the maternal mortality of the Cesarean section has now become 
so low that its performance is justified in all cases in which 
a mechanical obstacle renders the delivery of an otherwise 
healthy woman by the usual obstetrical operations more than 
ordinarily diflScult and dangerous; or, to put it more specifi- 
cally, I assume that there is no longer any question about the 
relative positions of the Cesarean section and craniotomy to 
the living child, in healthy women not exhausted by long 
labor, but I hold that the question which still remains open to 
argument is the position of the Cesarean section as contrasted 
with unusually difficult high forceps or version. 

It is common to consider such questions from the standpoint 
of pelvic measurements, and to speak of them as though they 
were questions to be settled by mere matters of inches or centi- 
. metres. My own experience, and that of the men with whose 
work I am familiar, has, however, convinced me that our 
means of estimating the variations in the size and consistency 
of the fetal head are so extremely inaccurate as to reduce the 
measurement of the pelvis to a matter of scientific interest and 
study, and a measure useful in the teaching of students rather 
than an infallible guide to the practitioner. The utmost use I 
can personally permit myself to make of pelvic measurements 
is to say that I consider the external measurements of consid- 
erable value in determining the kind of deformity which is 
present, and that I believe that pelves which measure in the 
neighborhood of 3^ inches in the conjugate oflfer an obstacle 
whose results will vary in individual cases in accordance with 
the characteristics of the head and the kind of deformity 
present, from a mere prolongation of labor to an impossibility 
of delivering the living child through the natural passages. 
The estimation beforehand of the amount of difficulty to be 
expected in a given case with such a measurement, I believe to 
be the most difficult problem which is ever presented to the 
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obstetrician, and one the discussion of which is foreign to the 
purpose of my paper. 

My theorem may then be reduced to the following terms: 

1. Much-contracted Pelves, — With a pelvic measurement 
of not more than 3 inches in the conjugiate, I believe the Cesa- 
rean section to be the only operation which should be con- 
sidered in healthy women not exhausted by long labor and at 
full term. 

2. Primiparce with Slightly Contracted Pelves. — When a 
healthy primipara is found to have a conjugate of between 3 
and 4 inches, I believe that the amount of difficulty which will 
occur should be estimated by observation of the progress of 
labor; but that the possibility that an indication for the Cesa- 
rean section may arise should always be borne in mind in such 
a case, and that all the preparations for it should be made 
beforehand, or at least during the first stage of labor. 

3. Multiparce with Moderate Contraction, — When any 
definite contraction is associated with a history of repeated 
stillbirths during previous operative labors, I think that the 
Cesarean section should be chosen ah initio. 

As an advocate of what will appear, to many, so radical a 
position, you might perhaps expect that I should come before 
you fortified with statistical conclusions drawn from long lii^ts 
of cases extracted from the literature of the subject; but the 
ease with which statistics can be made to prove anything 
which is desired is well known to every one, and I am person- 
ally so firm a disbeliever in this method of argument in matters 
medical that I have preferred to quote only the cases with 
which I have been personally connected, supported to some 
extent by others which have occurred in the hands of men 
whose judgment and operative methods are personally familiar 
to me and which have been communicated to me personally 
by their authors. In short, I propose simply to oflfer you my 
own opinions gained from experience, and for comparison with 
those of other speakers; but, as a stranger, it is perhaps fitting 
that I should first say a few words as to what that experience 
has been. I have formed the opinions which I now express as 
the result of an experience which, from the standpoint of the 
ordinary operations, is derived from twelve years of service in 
a clinic which now delivers 2,500 women each year, as well as 
from my private and consulting practice seen during the same 
time; and as regards the Cesarean operation, from a personal 
experience of seven upon which I have operated myself, with 
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three others in which I have advised and witnessed the opera- 
tion as a consultant. To these I may add twelve other Cesa- 
rean operations which have either been performed by my 
colleagues in the Boston Lying-in Hospital or been privately 
communicated to me by professional friends with whose per- 
sonal equation I am sufficiently familiar to render their experi- 
ence of value to me. Many of these cases also were seen by me 
either before or after operation. Of my own cases there were 
two in which the indication was absolute — i.e., in which the 
women were at term and the size of the pelvis was too small 
for the delivery of even a mutilated child per vias naturales. 
Four were done for pelves of about 3^ inches in the conjugate 
in women in whom good operators had previously lost from 
one to three children by forceps or version; one in a pelvis of 
the same size in which I myself had previously delivered a 
living but badly marked child after the most difficult forceps 
operation which I have ever done, the second child being a 
half-pound larger and with a very fully ossified head, which 
had made no attempt to engage during nearly two hours of 
forcible second stage labor; four more cases in which, as a 
consultant, I have recommenied the Cesarean were all multi- 
paraB of this class, whose previous labors had resulted in the 
delivery of intact but still children by the ordinary operations. 
In all the twenty-two Cesarean cases which I quote the recov- 
ery of the mothers was uneventful, and twenty-one of the 
twenty-two children are alive to-day, the other being the child 
of an idiotic dwarf, which was born alive but died afterward 
from inherent weakness. 

Before starting upon the argument by which I hope to sus- 
tain my position, I wish once again to urge upon you that I 
restrict myself entirely to the question of the Cesarean as op- 
posed to more than usually difficult, but not necessarily hopeless, 
high forceps or version in healthy women not exhausted by 
long labor and under the care of experienced men; it is essen- 
tial to a fair consideration of my position that you should 
remember these limitations. 

The first essential to a comparison of the several operations 
from this point of view is the establishment of a fair conception 
of the intrinsic mortality, maternal and fetal, of the intrapelvic 
obstetrical operations under similarly favorable circumstances, 
taking care on each side to consider only the intrinsic risks of 
the operation. The advance of asepsis has made the more dif- 
ficult operations so familiar, has robbed them so completely of 
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their early terrors, that most experienced operators have grown 
to feel that the maternal mortality of high forceps and version 
under favorable circumstances and in experienced hands is 
practically nil. With this view I am myself inclined to agree, 
but I should be inclined to suspect either the judgment or the 
experience of any operator who contended that these operations 
were absolutely free from any intrinsic maternal risk. As it is 
always well to check the general opinion which one has reached^ 
by looking over the actual records of his cases, I have reviewed 
the books of the Boston Lying-in Hospital for the last ten years 
with regard to both the maternal and the fetal mortality of the 
operative cases. I find that during that time high forceps or 
version was performed by members of the permanent staff for 
high delay of the head, uncomplicated by any pathological occur- 
rences on the part of mother or child, 75 times. Out of this list, 
which comprises all the difficult intrapel vie operative deliveries, 
there was one maternal death, but this was due to pneumonia 
during the puerperium, and ^as certainly not the result of the 
individual operation employed. These cases are of course too 
few to justify any conclusion upon what is probably at most 
always a fractional percentage of maternal mortality. But I 
think that most experienced operators will agree that, as an 
advocate of the Cesarean section for the sake of the fetus, I am 
presenting the obverse side of my proposition not unfairly when 
I say that, under the favorable circumstances of healthy women 
not exhausted by long labor and in the hands of experienced 
men, the intrinsic mortality of the ordinary obstetrical opera- 
tions, though existent, is probably to be found at less than one 
per cent. In estimating the maternal mortality of the Cesarean 
section under the same favorable circumstances, I believe that 
we are met at the outset by a similar difficulty — namely, that 
the number of cases even yet recorded, and more especially the 
experience of any one man or of any ordinary collection of 
operators, is too small to enable us to compute the mortality 
exactly. Those who are familiar with the large maternal 
mortality which appears upon the face of the statistics of the 
operation as ordinarily published may be surprised at this 
statement, but a personal statistical study which I made a few 
years ago of all the cases which I could find reported up to that 
date showed that no death had occurred in the class of cases 
under consideration— i.e., healthy women not exhausted by long 
labor and under the care of experienced obstetricians. My 
distrust of statistical studies of cases not personally familiar 
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is, however, so pronounced that I prefer to disregard these 
statistics and rest upon my belief that most men who have per- 
formed this operation repeatedly under such circumstances and 
Ixave so come to be familiar with its ease and safety will agree 
with me that the intrinsic mortality which can be attributed to 
it, as distinguished from the performance of the alternative 
operations, is probably not larger than one per cent. This 
statement, however, must be accepted only with the reserva- 
tion that it excludes from consideration unfavorable cases, 
inferior operating, and the small percentage of casualties which 
will necessarily attend upon the performance of any operation, 
such as death from anesthesia per se, and other similar 
causes. 

If the above argument be accepted — i.e,, if the dangers to the 
mother are not essentially enhanced by the substitution of the 
Cesarean section for unusually difficult forceps or version — we 
are then brought to the question of whether the risks to the 
fetus are essentially changed. This question is much more 
easily settled by reference to the small list of cases which any 
one of us may personally know, since the difference in fetal 
risks is sufficiently marked to become apparent at once. Re- 
ipeating once more the caution that I am considering only 
favorable cases, favorably situated, and in the hands of expe- 
rienced men, and referring once more to the ?5 difficult opera- 
tive deliveries which I have quoted above as occurring in the 
Boston Lying-in Hospital during the last ten years, among this 
list I find 23 still-births, a mortality of about 30 per cent. 
When it is remembered that I have excluded from this list 
•cases which were admitted to the hospital for neglected labor; 
that all the cases were operated upon by members of the perma- 
nent staflp, all of whom had been connected with the hospital 
for a number of years at this date; that no pathological condi- 
tions other than mere mechanical delay were admitted to the 
list; and that the mothers were all healthy at the beginning of 
labor, it will, I think, be conceded that I have treated the minor 
•operations fairly in investigating their fetal death rate.' Yet 

* This record of 28 still-births in 75 cases after diflScult operative labor 
4seems at first sight an extreme one, but in deference to the institution I 
think it ought to be said that those 23 still-births constitute all the still- 
births from mere mechanical causes to be found among 15,000 deliveries 
•during the period investigated. I regret to be obliged to add that a care- 
ful study of the list of cases which were selected for me by my house officer 
shows that the greater number of the deaths occurred in the outdoor de- 
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we have in these 75 cases 23 still-births, as compared with no 
still-births in the 15 Cesarean sections performed in the same 
institution, or in the 22 cases which I am able to quote from 
personal knowledge and which I know to be a complete list of 
all the cases done by the operators whom I quote, so that I am 
able to report 22 cases recently done in Boston with neither 
maternal nor fetal mortality. 

This is certainly a marked difference, but I believe that be- 
fore accepting it we must guard against giving the Cesarean 
section too favorable a showing as regards the prognosis for 
the fetus. My own experience, and that of all the other ope- 
rators with whom I have spoken upon the question, has been 
that, in spite of the great rapidity with which the child is de- 
livered, it usually requires a certain amount of stimulation and 
care before it begins to breathe, and in one of my own cases 
a large and healthy child with a strong fieart beat resisted 
attempts at artificial respiration, etc., for so long a period as to 
alarm a very experienced obstetrician who was in charge of it. 
This happened in a case in which the operation was rapid, in 
which the extraction of the child from the uterus was unat- 
tended by any delay, and in which the condition of the child 
was apparently first-rate at the beginning of the operation. 
Although I have known of no fetal death from this cause, I 
am still disposed to concede, then, that in any large collection 
of cases of Cesarean section, even though done under the most 
favorable circumstances, we shall find that there is some fetal 
mortality, although I believe that it will be an extremely small 
one, probably not more than a fraction of a per cent. 

To obtain a complete view of the situation we must consider 
for a moment a third expedient, that of the induction of pre- 
mature labor at a period which corresponds to the size of the 
given pelvis. With regard to this it is common to say that in 
these days of asepsis the induction of labor has no maternal 
mortality and that it saves the vast majority of the children. 
I am ready to concede that the maternal mortality of the induc- 
tion of labor is as small as that of any of the other operations, 

partment, and that the cause of the still-birth in the greater number of 
oases was probably due to the delay in obtaining the services of the mem- 
ber of the staff who was on duty, after the house physician had found him- 
self confronted by an unusually difficult case. This is another proof of the 
inaccuracy of the statistical method, even when applied to one's own 
clinic. That the still-birth rate of difficult intrapelvic deliveries is greater 
than that of the Cesarean section is, however, a point which I think will 
be generally conceded. 
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but hold, as before^ that in the hands of experts all the mater* 
nal mortalities are so trifling that their differences are not fully 
understood and are at most unimportant; while I believe, upon 
the other hand, that the induction of premature labor is by all 
odds the most dangerous method for the child, being made so 
by the comparative uncertainty of our results in measuring the 
pelvis and the necessarily great uncertainty of the size to which 
the individual child will have attained at a given point in 
pregnancy. With regard to the fetal mortality, I believe that 
the common statement that the induction of labor is capable of 
saving the vast majority of children may be fairly interpreted 
to mean, if we consider the ultimate survival, the saving of 
from 80 to 90 per cent of the children; and in looking over my 
own experience, both in hospital and in private practice, and 
adding to it the opinions of the men with whose work I am 
most familiar, I fiiid that the fetal mortality, when taken in 
toto, is by no means small, probably from all causes 20 per 
cent. I find, too, that the greater part of this fetal mortality 
was due to one of two mistakes: either to the induction of labor 
at too early a period for the mechanical difficulties involved, 
thus sometimes sacrificing the child to unnecessary prematur- 
ity, or else, and not uncommonly, to the induction at a period 
when it was necessary to complete the labor by forceps, thus 
complicating the fetal dangers by the addition of the very high 
mortality which always attends the operative delivery of pre- 
mature children. 

The operation of symphyseotomy should certainly be con- 
sidered in such a paper as this, but upon this point I can only 
say that it is my own belief that this operation should properly 
be restricted to the class of cases from which I myself exclude 
the performance of the Cesarean section — that of moderately 
contracted pelves in women not previously healthy or in women 
exhausted by long labor. 

To sum up the whole situation, my view of the case is that 
the maternal mortality of the Cesarean section, when restricted 
to the favorable cases, which alone I am considering, is as low, 
and the fetal mortality greatly lower than those of any other 
method of dealing with more than ordinarily difficult operative 
deliveries. The practical conclusions which I draw, then, from 
my experience in the conduct of labor as a whole are: 

1. That in women who are the subjects of visceral disease or 
other previous ill health, and in women who are exhausted by , 
long labor, the maternal mortality of the Cesarean section is 
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too great to allow of its performance in the interests of the 
child alone. 

2. That in primiparae with moderate contraction the decision 
whether or not the Cesarean section should be performed as an 
alternative operation at the beginning of labor in preference to 
an attempt at an intrapelvic delivery, is a decision which is 
intrinsically so diflScnlt that it should be attempted by none but 
the most experienced obstetricians. 

3. That in most such cases of moderate contraction in primi- 
parae it is best to wait until the progress of labor teaches us 
which is to be the safer operation in the given case. 

4. That when any healthy woman has lost one child by a diflS- 
cult operative labor in the hands of an expert she should in the 
next labor be prepared for Cesarean section and delivered by it, 
unless the course of labor shows that from some changed con- 
dition — e.g., a small child or a more favorable position — a for- 
ceps deUvery is likely to be easy. 

5. That when any case occurs in the practice of the compara- 
tively few men who are really experienced in both obstetrical 
and abdominal surgery, in which an attempted forceps opera- 
tion proves to be exceptionally difficult and version promises no 
better results, the forceps operation should be suspended, and, 
if the fetal heart is undisturbed, should be abandoned in favor 
of the Cesarean delivery. 

6. That in very small pelves — e.g., those under 3i inches in 
the conjugate — the Cesarean section in favorable circumstances 
is the operation of preference. 

Further, in what I have so far said I have restricted myself 
to the practice of specially experienced men, but at the conclu- 
sion I would recommend to the general practitioner the follow- 
ing rules for his guidance : 

1. No man should recommend or undertake the Cesarean 
section unless he is able to make preparations adequate for 
the performance of any abdominal operation and to secure 
proper assistance. 

2. In unfavorable cases the maternal mortality of the section 
is too high to justify its performance for the sake of the child 
alone. 

3. In the present state of obstetrical knowledge there must 
be many cases of high delay in primiparous labor in which no 
difficulty is anticipated until the delays which would be inci- 
dent to the procuring of a consultation and the subsequent 
preparations for the Cesarean section would necessarily be fatal 
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to the child. In such cases, the maternal mortality being about 
equal, the child's best chances lie in the application of one of 
the only operations which can be done immediately — i.e., the 
forceps or version — but in the subsequent pregnancies of the 
same woman the pelvis should be measured during pregnancy, 
and, even if no contraction is found, preparations for a Cesa- 
rean section should be made before the woman is allowed to go 
into labor. 

4. When any practitioner is consulted by a patient in whom 
a previous labor has resulted in the delivery of a still-born child 
by high forceps or version performed for simple delay — i.e., in 
the absence of obstetrical emergencies — ^the pelvis should be 
measured and the question of the performance of the Cesarean 
section should be settled in advance of labor upon the rules 
already laid down. 

5. The decision as to the choice of operation is the only point 
in the matter which demands exceptional experience, and, a 
decision that the Cesarean section is indicated having once been 
reached, the operation itself may be performed by any man who 
has had a fair experience in abdominal surgery. 

In short, I believe the gist of the whole matter to be this : 
that the progress of the Cesarean section, in spite of its safety 
in favorable cases, has been delayed by our inheritance of a 
long- established prejudice. There is probably not a man here 
who was not taught at the beginning of his medical education 
that the Cesarean section was an operation which from the 
necessities of the case could never be wholly eliminated from 
practice, but which for long ages had been so almost necessa- 
rily fatal that it must be reserved for a last and desperate 
resort, so that when the operation was revived in its modem 
form the collective mind of the profession was already made up 
against it. Is it not time for us to disregard this time-worn 
superstition and look the facts in the face, as we should do with 
any other operation ? 

Dr. Williams. — I have listened with a great deal of in- 
terest to Dr. Reynolds* paper. I thoroughly agree with what 
he has said about the increasing frequency with which Cesarean 
section is being performed. I think the mortality is less than 
the text books teach, but at the same time I do not think the 
•excellent results obtained in Boston will be followed all over 
the country. I know of no statistics in this country which 
offer so favorable a mortality. Leopold, Olshausen, and Zwei- 
fel hold their mortality at about 5 per cent. That being the 
case, I cannot admit from the outset that the primary mortality 
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of Cesarean section will be as low as Dr. Reynolds has stated. 
I believe that the mortality in properly selected cases will be 
from 3 to 4 per cent in the hands of experienced operators. 
When we come to the indications for which Dr. Reynolds has 
done Cesarean section in the cases reported, I must say that I 
cannot agree with him. I looked over the cases of contracted 

Selvis in which forceps was applied in the lying-in wards of 
ohns Hopkins Hospital, and I found 26 cases in which there 
was marked contraction of the pelvis. In none of these cases 
was the conjugata vera more than 9^, in many the conjugata 
vera was 7i, and in 1 case 7 centimetres. In these 26 cases 
high forceps were applied after waiting a variable time for 
labor to force the head down in the pelvis, which it failed to 
do. In all these cases none of the mothers were lost; the 
highest temperature recorded was 101-^°; 2 children were lost, 
making 8 per cent mortality. The first case in which the child 
was lost was a colored woman with a flat, rachitic pelvis, with 
conjugata vera 8i centimetres. She had a fair-sized child, and 
after the second stage had lasted two hours, with no progress, 
we determined to put her on the table, anesthetize her, apply 
Tarnier forceps tentatively, and, if head did not follow, to resort 
to symphyseotomy. The forceps was applied, three tractions 
were made, when the head dropped down past the contracted 
superior strait, and with it a loop of cord, and the child died 
from compression of cord rather than action of forceps. The 
child weighed 3,000 grammes. 

The second case was a Gterman woman with an obliquely 
contracted pelvis, the result of an old coxalgia; she was preg- 
nant for the seventh time. The first five had terminated spon- 
taneously with living children; the sixth pregnancy had termi- 
nated spontaneously with a dead child, and we applied forceps 
and delivered a dead child. I consider the results are very 
satisfactory when only two children upon whom we applied 
forceps perished. This being the case, 1 should not accept Dr. 
Reynolds' teaching as applying to my own practice. The 
results we have obtained are quite as satisfactory as if we had 
done Cesarean section. As my experience with moderate de- 
grees of pelvic contraction increases, I find myself becoming 
less and less confident in my predictions as to the termination 
of the labor in a given case. In such cases the only point that 
we can determine absolutely in advance is the degree of pelvic 
contraction; but unfortunately we have no reliable means of 
determining several other factors which are of equal if not 
greater importance than the pelvic contraction in determining 
the prognosis in a given case. Thus we have no accurate means 
of determining in audvance the size of thd child's head, and, what 
is perhaps even more important, whether it is hard and unyield- 
ing, or soft and readily moulded to the shape of the pelvis 
under the influence of labor pains; and, finally, we are abso- 
lutely unable to predict the efficiency of the labor pains. And 
until we are able to determine these factors with something^ 
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like the accuracy with which we can measure the pelvis^ the 
outcome in these cases can only be determined by carefully 
watching the case. My experience is that I cannot tell with a 
given contracted pelvis what will be the result of labor. I recall 
a case we had some time ago, a generally contracted rachitic 
pelvis with coniugata vera of 7 centimetres. We had every- 
thing ready to do a symphyseotomy. I told the resident to send 
for me as soon as the cervix was dilated. He called me some hours 
later and told me that within fifteen minutes after the cervix 
had dilated the child had been delivered spontaneously. About 
the same time that we had the case with a flat, rachitic pelvis 
in which the child died, we had another case with a conjugata 
vera 7i centimetres, in which forceps was applied and a living 
child weighing 4,000 grammes was delivered without difficulty; 
so that even with much more marked pelvic contraction than Dr. 
Reynolds has spoken of we sometimes see our cases go to spon- 
taneous termination and sometimes have to resort to other 
measures. If we have a contracted pelvis case with conjugata 
vera above 6^ centimetres a symphyseotomy would seem indi- 
cated, but the question is always a conundrum until we have 
waited to see what the effect of labor pains will be. Some of 
the children will be born spontaneously, others can readily be 
delivered by forceps, while a third class of cases will call for a 
symphyseotomy. After two hours of good second-stage i)ains 
in moderate degrees of pelvic contraction, if the head is still at 
the pelvic brim, the woman is put on table, anesthetized, and 
prepared for symphyseotomy. A Tarnier forceps is applied and 
three or four tractions are made. If the head is not descended, 
the forceps is taken oflf and symphyseotomy is done. A very 
interesting contribution to this subject has lately been done by 
Queirel, of Bordeaux. In a recent article in the Annales ae 
(tyn6cologie et d'ObsUtrique, under the title *'The Symphy- 
seotomies that One Does Not Do,^^ he records 14 cases in which 
he had decided in advance to do symphyseotomy according to 
the pelvic measurements and rough estimates of the size of the 
child; a number of these cases came oflf spontaneously and the 
remainder were extracted with forceps. 

When I was last in Paris I saw Pinard do a number of sym- 
physeotomies, but on several occasions when I had been sent 
for to see other cases operated upon I was told, upon entering 
the lying-in room, that the child had been born spontaneously 
before me instruments for symphyseotomy could be gotten 
ready. I would say, if you get a contracted pelvis of 8 centi- 
metres or more, the chances of delivering the woman by forceps 
are very fair unless the child is abnormally large. Many of 
my most difficult cases have been with women with perfectly 
normal pelvis and abnormally large children. I cannot a^ee 
with Dr. Reynolds in going quite as far as he does. I believe 
Cesarean section should be resorted to in cases in which we 
have marked pelvic contraction, say from 6i centimetres down; 
above that we should always stand ready to do a symphyse-» 
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otomy if our tentative attempt with forceps fails. I believe in 
applying forceps to the side of the child's head, no matter in 
what position the child's head may lie. I do not believe that 
Cesarean sections could be performed in Baltimore, in the class 
of cases referred to by Dr. Reynolds, with the approbation of 
the public. 

Dr. E. L. Duer. — I do not presume to criticise Dr. Rey- 
nolds' paper, which I have listened to with a great deal of 
interest, but we cannot all be obstetricians and gynecologists 
at the same time. We cannot all furnish the same ratio of re- 
coveries as Dr. Reynolds has furnished. I am not familiar with 
any large series of abdominal sections where the death rate has 
been so small. My experience, so far as I have kept note, has 
been entirely among the better class of American people, and I 
do not believe that there has been more than two per cent of 
minor pelves. As to rachitic pelvis, I have scarcely ever met 
with one in private practice. I would emphasize, however, 
what Dr. Williams has just said about the aifficulty of deter- 
mining the size and movability of the child's head. We hear a 
great deal of pelvimetry, but we hear very little of child's head 
measurements, and estimation of shape and proportions which 
will or will not allow it to come through a small pelvis. Show 
me, if you please, the father of the child, and I will give you a 
better estimate of the difficulty of the labor than from the 
pelvic measurements of the mother. I refer to the shape and 
size of the father's head. The only means I know of of cor- 
rectly estimating, and one which I resort to very largely, is 
forcing the child's head down into the pelvis at weekly inter- 
vals before term, and so long as this can be effected there is 
reasonable hope of ready delivery. 

As nearly as I am able to calculate from imperfect data, I 
have averaged the application of the high forceps about three 
times a year for the past twenty; and in so doing it has 
never been my misfortune to have lost a single mother and but 
two children in 75 deliveries, and neither of these two deaths 
did I think to have been due entirely to the forceps. 

My experience has been largely in private practice, and gene- 
rally among the better class of American women, and quite as 
often have I found the difficulty arise from the large size of the 
child in strong, athletic women as from the smallness of the pel- 
vis when the child has been of ordinary size. Every one who ap- 
preciates and practises pelvimetry understands the importance 
of this compressibility of the head. 

So far as Cesarean se^ctionin the abstract is concerned, we 
are inferentially to believe that all the children should be 
saved, and such has been the experience of Dr. Reynolds in his 
limited number of cases. But other observers have not been 
so fortunate. In looking over a large number of cases collected 
in Germany by Dr, Kaiser, I find him representing the death 
rate of the baby delivered by Cesarean section at birth at 
thirty per cent. Now, I grant the improvement in methods and 
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technique has been very great since these statistics were given 
out, but it must be remembered that this has been mostly in the 
interest of the mother. And even assuming that the death 
rate of the child after such delivery has been reduced fifty 

?er cent, there still remains an enormous mortality for 
lesarean section over and above what could be reasonably 
possible from the use of the high forceps, premature induction, 
or symphyseotomy. Indeed, the classical operation of Cesarean 
section has always appealed to me as a necessity, in contradis- 
tinction to a choice. In the hands of such men as Dr. Reynolds 
and his Boston confreres this relation may be somewhat 
changed, but for the great body of obstetricians it is well for us 
to weigh well the possibilities of other measures before giving 
it a too prominent place. I would suggest that when the 
diameter is little over three inches, or less, at term, it may al- 
ways be well to be prepared for a section; but before term the 
possibiUty of premature induction and high forceps should be 
thoroughly exploited. I thank Dr. Reynolds for his able, well- 
timed, and thoughtful paper. 

Dr. B. C. Hirst. — L have been much interested in and 
instructed by Dr. Reynolds^ paper. What I have to say is not 
in the way of criticism, but is simply a statement of personal 
views. 

In some respects I find myself in agreement with Dr. Rey- 
nolds, and I hope that his paper will have an influence in 
deterring general practitioners from an indiscriminate resort 
to forceps and to futile attempts at version, from which we, as 
consultants, see such unfortunate results. There is not a week 
that fetal life is not sacrificed in this way, and every year I see 
several maternal deaths from this cause. I cannot agree with 
Dr. Reynolds' hopeful view of the results of Cesarean section if 
the operation is generally adopted. I have had a large per- 
sonal experience in Cesarean section — twenty operations — and 
I believe my training in abdominal surgery has been, possibly, 
rather exceptional for one who holds an official teaching position 
in obstetrics. For example, I was asked to give the gynecolo- 
gical clinics this year in the University Hospital during Prof. 
Penrose's absence. Selecting the worst cases in the ward as the 
most interesting for clinical demonstration, I have had a mor- 
tality in the abdominal sections of less than two per cent since 
the beginning of the collegiate year, or during a period of eight 
months. In spite of my training in abdominal surgery and 
in obstetrical operations, I do not regard Cesarean section as a 
safe procedure. There are a great many dangers inseparable 
from the operation, insuring it a considerable mortality in a 
large number of cases. If the section is done in a private 
house it is impossible to secure perfect asepsis, such as we 
obtain in our well-appointed hospital clinics. If the operation 
is to be popularized a large number must be done in private 
houses. If the woman is transported from her house to the 
hospital in labor she runs certain risks, as pneumonia from 
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exposure, and the child incurs greater risk. Only a few days 
ago I was called to do a Cesarean section upon a woman with 
a scoliotic rachitic pelvis, but I found on my arrival that in the 
ambulance the cord had prolapsed a few inches, was nipped 
between the head and the pelvic wall, and had ceased to 
pulsate. If the operation is undertaken before labor has begun, 
at a specified time, so that arrangements can be made as for 
any other abdominal section, there are risks which will produce 
an occasional mortality. It is impossible, for example, always 
to secure thorough drainage of the womb unless the cervix has 
been dilated. Even thorough artificial dilatation at the time 
of operation will not always secure perfect drainage of the 
womb. If, on the contrary, one waits until labor has advanced 
sufficiently for a wide dilatation of the os, he operates under 
certain disadvantages. The woman has been examined; she 
has been subjected to chances of infection in the birth canal; 
she may be fatigued. The operation must be done at an incon- 
venient hour, with insufficient time for thorough preparation. 
Personally, I feel confident that Cesarean section will in the 
future, as it has in the past, show about the highest mortality 
of any of the obstetrical operations for the delivery of a woman 
in an obstructed labor. The mortality of all these procedures 
has been very much reduced of late, that of Cesarean section 
along with the rest, but the proportionate mortality remains 
the same. 

The fetal mortality of Cesarean section, too, must show a 
result about comparable with the mortality of children born by 
the natural passage in a large number of unselected labors. I 
have never lost a child myself if I operated on the woman 
before labor and if the child was living at the time of operation, 
although I have seen children deeply asphyxiated after their 
removal from the womb, requiring some five minutes^ hard 
work for their resuscitation. 

As to the mortality of the other procedures for extracting 
children through pelves showing minor grades of contraction, 
I have not personally had the same experience that Dr. Rey- 
nolds has had and quotes: my fetal death rate in high forceps 
operations has not been more than 6 to 8 per cent. I have 
never had a maternal death from the high forceps operation. 
As for the induction of labor, I find myself at radical vari- 
ance with Dr. Reynolds^ views. To my mind the treatment 
of a moderately contracted pelvis is the induction of labor 
at the thirty-sixth week, and from the results secured at my 
hands by this plan of treatment I should consider myself 
entirely unjustified in waiting till term in a contracted pelvis 
with a conjugate of 8^ centimetres or under. I should con- 
sider it incumbent on me to induce labor at the thirty- sixth 
week, and I could not reconcile it with my conscience if I 
neglected to do so. I have had a very large experience in the 
induction of labor. I regret that my statistics are not complete 
to date. At one time I had a record of 150 cases in which 
labor was induced for various indications. That was some 
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years ago, and the number now is considerably larger. I can 
speak advisedly, therefore, from this experience when 1 say 
that the mortality of children born four weeks before time 
through a contracted pelvis with a conjugate of 71 to 8^ centi- 
metres or over is not as great as the average mortality of the 
fetus born at term in a number of unselected labors if the child 
is given proper attention. We are all agreed, I think, that the 
death rate in the fetus is ordinarily about 5 or 6 per cent; that 
about that number of still-births are to be expected in a large 
series of labors. I have not had nearly that percentage of still- 
births or children that died shortly after birth in my cases of 
induced labor. There is absolutely no maternal mortality in 
this operation. In all these operations which I have personally- 
performed or supervised there has not been the slightest acci- 
dent or complication in the mother. We are certainly not 
justified, therefore, in making the statement that Cesarean 
section gives a better mortality than induction of labor four 
weeks before term. If any intelligent person was offered the 
choice of a labor four weeks before term which would be per- 
fectly safe and easy for the mother, and would have no higher 
mortality for the fetus than 5 per cent; or, on the other hand, 
a choice of Cesarean section with certain inseparable imme- 
diate dangers and a good many possible remote complications, 
an immediate mortality under the most favorable circumstances 
not under 2 or 3 per cent, and the chances for a living child not 
very much greater than would be secured by the induction of 
labor at the time stated, I think there could be no doubt as to 
the choice that would be made. I wish to express my firm 
conviction from personal experience in favor of the treatment 
of moderate grades of contracted pelvis by the induction of 
labor. 

There is another point we should take into consideration, I 
think, in papers and discussions before these special societies 
— that is, the possible influence of statements in regard to the 
low mortality of certain operations upon the general prac- 
titioner. I feel myself that if the general practitioners through- 
out the country were stimulated to undertake Cesarean section 
the results would be really tragic. Dr. Harris, who knows 
more about the statistics of Cesarean section than any man in 
this country, will agree, I am sure, with the statement that the 
mortality in general remains extremely large in Cesarean sec- 
tion, the last mortality record he gave me for this country being 
40 per cent. This was, I think, for the year 1896. Many of 
these operations have been undertaken in the last four or five 
years in the belief that they could be resorted to almost with 
impunity, and I know that the results have been very unfor- 
tunate in the hands of general physicians. I think that if the 
tendency to resort indiscriminately to such operations were 
more widespread, as Dr. Reynolds seems to desire, large num- 
bers of women would lose their lives who might have been 
safely delivered by less radical means. 

Dr. C. p. Noble.— With the tone of Dr. Reynolds' paper in 
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certain regards I am heartily in accord. One could but note 
the care with which Dr. Reynolds laid down his propositions 
and how guarded he was in all his statements; and I quite 
agree with him that in the class of cases referred to, and in the 
class of practitioners referred to, the mortality from Cesarean 
section would be very low, probably no greater than one per 
cent, as he said. As I understand Dr. Reynolds, he was not 
discussing the general mortality of Cesarean section as indis- 
criminatdy practised, but of Cesarean section in a particular 
class of cases — cases of contraction in which the forceps failed to 
deliver. As a matter of fact, I think there are statistics which 
are ample to bear out the statement referred to by Dr. Williams: 
Olshausen has had 27 Cesarean sections with 2 deaths; Zweifel 
had 22 cases with only 1 death; Sanger's mortality has failed 
to appear. So that I think that this being a general hospital 
experience, though not applied to a special class of cases dis- 
cussed by Dr. Reynolds, quite bears out the very low mortality 
that would be present in these cases. 

I am also heartily in accord with Dr. Reynolds as to de- 
struction of children by indiscriminate use of forceps being 
discouraged. I believe this teaching will have a good effect 
upon the general practitioner. I think the day has gone by for 
such practice as i heard related when I first came to Philadel- 
phia. The doctor, after applying the forceps, made traction in 
the usual way; then, if the head did not come, he pressed his 
feet against the bed to use his entire strength in traction; and 
this failing, a second doctor pulled on the first to insure some- 
thing giving way. 

On the other hand, I find myself in accord with the position 
taken by Williams, that in the particular class of cases dis- 
cussed 'by Dr. Reynolds it is safer to resort to symphyseotomy 
rather than Cesarean section. My own experience with sym- 

Ehyseotomy and Cesarean section has been the same — I have 
ad three of each. That has been sufficient to convince me that 
while Cesarean section is a simple operation for an expert, it is 
certain symphyseotomy is much simpler. As applied to it, the 
objections urged by Dr. Hirst concerning operations in private 
houses are sound, but would not apply to symphyseotomy. 
Therefore, for practical reasons it seems that in this class 
of cases, where deformity is not very great and the lack of 
proportion between head and pelvis is not great, the symphyse- 
otomy is a safer operation than the Cesarean section. I con- 
fess that my own sympathies are not in accord with the expe- 
rience of Dr. Hirst in reference to induced labor. It has been 
my fortune to see a number of deaths in children where labor 
had been induced four weeks ahead of time, and I am inclined 
to the belief that the welfare of the child is best secured by 
allowing the labor to go on to term and then do symphyseoto- 
my rather than induce premature labor. 

Dr. R. C. Norris.— When I learned that Dr. Reynolds 
would present for discussion the management of lalJor ob- 
structed by the lesser degrees of pelvic deformity, I examined 
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the statistics of this work at the Preston Retreat, and will 
present these statistics for what they are worth. During my 
service there, which covers an experience up to the present 
time of 1,076 cases, I have had 25 cases of pelvic deformity 
with no maternal mortality. The external pelvic measure- 
ments are recorded in all cases, and when they are abnormal, in 
primsB gravidsB, and in all cases of multiparas who have histories 
of previous difficulty, careful internal measurements are taken. 
I was quite surprised at the proposition advanced by Dr. Rey- 
nolds, as my own experience has taught me the value of 
induced labor, as well as the value of version and forceps, in 
managing cases of moderately contracted pelvis. In looking 
over my cases I find that I have 11 cases with conjugates 
ranging from 9 to 10 centimetres. Those 11 cases were de- 
livered with forceps, all of the children being born alive. Three 
cases of obliquely contracted pelvis due to coxalgia were deliv- 
ered spontaneously at term. I have here a table of 11 cases 
with conjugates between 8 and 9 centimetres (page 74). These 
cases have been reported elsewhere, and they, with eight other 
cases observed in private practice with equally good results, 
have convinced me of the value of induced labor. I should 
not consider for a moment that I had done my full duty to a 
patient to suggest the possibility of Cesarean section with a 
conjugate above 8 centimetres, if I saw the case before term, 
and at term I should hardly consider Cesarean section even as 
a last resort. The infantile mortality is of course an important 
question. When we have a conjugate between 8 and 11 centi- 
metres and opportunity to induce labor, it is my conviction 
that the use of forceps in good hands or a resort to version will 
secure almost as large a percentage of living babies as we 
ordinarily expect to get from cases instrumentally delivered at 
term for such complications as posterior positions of the occiput 
or uterine inertia, and surely such comjplications would not 
indicate Cesarean section. I look upon forceps delivery with 
contraction above 9 centimetres as ordinarily giving no anxiety 
whatever. Aside from pelvic diameter, the question of the 
size of the child is most important. I have delivered one pa- 
tient by version, and that patient has been delivered at a 
subsequent labor spontaneously, but there was material differ- 
ence in the size of the child. I am surprised that in discussing 
this subject no one has referred to a means of considerable value 
for determining the relative size of the child's head to the pelvis. 
It is an invariable rule with me, when the patient is in active 
labor, to note the distance of the sagittal suture from the 
promontory of the sacrum. Where I find this difference more 
than 1^ to 2 centimetres I feel quite sure that the case will be 
successfully delivered by instrumental or manual aid. As this 
obliquity increases, carrying the sagittal suture closer to the 
promontory, I feel, of course, that the relative size of the head 
IS great and indicates a serious obstacle. The value of the 
Walcher posture during forceps deliveries and when extract- 
ing the head after version I have repeatedly verified. When 



Digitized by 



Google 



74 TRANSACTIONS OP THE SECTION ON GYNECOLOGY, 





1 


1 


Method of 
delivery. 


II 


1 


H4 


Remarks. 


Case I. 


85 


cm. 


Version; at 


9.75 cm. 


9 lbs. 


Died. . 


Autopsy: rup- 


(No. 3601). 






term. 








ture of late- 
ral sinus. 


Case II. 


85 


(( 


Version; la- 


8 


7 •• 


Living. 




(No. 4005). 






bor induced 
two weeks 
before term 










Case III. 


8 


(( 


Symphyse- 


9 


7i " 


it 




(No. 3719). 






otomy; at 
term 
Forcep; la- 
bor mduced 










Case IV. 


8.5 


(( 


8.5 " 


5 *• 


(( 




(No. 3641). 




















at term. 










Case V. 


8.5 


(( 


Spontaneous; 
labor in- 


9 


7i " 


it 




(No. 3851). 




















duced two 
















weeks be- 
















fore term. 










Case VI. 


8.5 


<( 


Version; la- 


8i ** 


8 " 


Died.... 


Delivered by 


(No. 4112) 






bor induced 
two weeks 
before term. 








assistant; 
chin locked 
above sym- 
physis; 
craniotomy 
after child 
perished. 
Prolapsed 
















Case vn 


8.75 


(( 


Spontaneous; 
labor in- 


9 


7i " 


<( 


(No 4 MO) 












cord; punc- 
ture of am- 








duced ten 














days after 








nion by bou- 








term. 








gie; large 
spina bifida. 


Case VIII. 


8 


(( 


Version; la- 


8 


6i " 


Living. . 


Case (No. m.) 


(No. 4408) 






bor induced 








previously 
delivered by 








three weeks 














before term. 








symphyse- 


Case IX. 


8 5 


(( 


Spontaneous; 
labor in- 


8 


6i - 


ft 


otomy. 


(No. 4478). 




















duced two 
















weeks be- 
















fore term. 










Case X. 


8 


(( 


Version; la- 


9 


7 •' 


n 




(No. 4516). 






bor induced 
three weeks 
before term 










Case XI. 


8.75 


** 


Spontaneous; 
labor in- 


8i - 


6f - 


(( 




(No. 4527). 




















duced two 
















weeks be- 
















fore term. 











Sumtnary: 
Induced labors, 9. 

Induced labors followed by version, 4. One infantile death (Case VI.). 
Induced labors followed by forceps, 1. 

Induced labors followed by spontaneous delivery, 4. One infantile 
death (Case VII.). 
Version at term, 1. One infantile death (Case I.). 
Symphyseotomy at term, 1. 
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Dr. Reynolds asserted that " when a woman gives a history of 
diflSoult labor she should be prepared for a Cesarean section," 
a case recurred to my mind, i successfully performed sym- 

Shyseotomy at term upon a patient whose first child had been 
estroyed by craniotomy. She returned and had a living child 
spontaneously delivered after induced labor. The fact that 
we can successfully induce labor and insure the success for the 
child by employing incubation and gavage makes me ready to 
believe that the chances for the child are quite as good as for 
children ordinarily born at term. I wish to lay emphasis upon 
the proper care of the infant. Many cases abroad are dis- 
charged eight or ten days after delivery — ^a particularly bad 
thing to do where labor has been induced — and the child is 
supposed to be capable of enduring the same hardships as a 
child bom at term; but in our institutions where patients are 
kept from two to four weeks, and where, by the above-mentioned 
care, the child gets a fairly good start in life and is breast-fed, 
I think statistics will show that the mortality has been only a 
trifle greater than in children delivered at term. There is no 
problem in practical obstetrics more difficult than this one of 
minor degrees of pelvic deformity. If the pelvis is above 8 
centimetres and the case is seen before labor, induction of labor 
two to four weeks before term is always desirable. If seen at 
term, then perhaps the question of symphyseotomy might 
arise, but only when the conjugate diameter is less than 9 cen- 
timetres or the child's head is known to be abnormally large 
and hard. In a great many cases above 9 centimetres we can 
deliver by less serious means. It is interesting to note the fol- 
lowing statistics of Budin in Le Progrds medical^ April, 
1893: ^udin records 78 cases with a conjugate of 10 centi- 
metres and over, of which 68 were spontaneous births; 28 
cases, conjugate 9 to 10 centimetres, 15 unaided deliveries; 20 
cases, conjugate 8 to 9 centimetres, of which 15 were delivered 
naturally; there were no maternal deaths, and 8.3 per cent 
mortality for the children. Of the children delivered arti- 
ficially none died. It is the duty of the obstetrician to know 
the size of the pelvis and to have as accurate knowledge as 
possible of the size and compressibility of the child's head, and, 
if induced labor can be performed, let that be the operation of 
choice. 

Dr. George M. Boyd.— With the ability to select cases and 
the selection of proper surroundings, the low mortality which 
Dr. Reynolds gives us is about right. It does not seem to us 
that we can get the surroundings; it does not seem to me, if the 
operation becomes a general one, we will be able to select the 
operators, and, necessarily, a higher maternal mortality will re- 
sult. From the gist of the discussion it seems that we must 
make labor the test in many cases. So that it would seem wise, 
in an doubtful cases where the Cesarean operation is not posi- 
tively indicated, to let that patient fall in labor, watch the first 
stage of labor, and be prepared, after having given the patient 
some chance to deliver herself, to do the Cesarean operation. In 
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the moderately contracted pelvis it seems to me it would be 
better to occasionally induce premature labor, resort to forceps 
or symphyseotomy, rather than select the Cesarean operation. 
My experience with induction of premature labor has not been 
as favorable as the experience of Dr. Hirst and Dr. Norris, and 
probably the reason for this is due to the fact that I cannot fix 
upon the time. The difficulty is in selecting the thirty-sixth 
week, and then, unfortunately, we have not at our command a 
good method of inducing labor. With those dangers that we 
must meet with, it seems to me that the induction of premature 
labor will not always be the wise procedure. 

Dr. Edward P. Davis.— I am heartily in accord with Dr. 
Reynolds in thinking that labor is the test of possible delivery 
through the naturalpassage. We know also that the age of 
the patient affects considerably what can be done to help her 
by posture and other means during her labor. In young wo- 
men it is sometimes possible, by putting the patient in Walcher's 
position, to deliver the child with axis-traction forceps when 
otherwise such a result could not be obtained. 

In the recent case of a young girl having a pelvis whose 
true coniugate was scarcely 8 centimetres, it was possible, by 
putting her in Walcher^s position and using the Tarnier for- 
ceps, to bring the child through the pelvis. A very extensive 
episiotomy was done and injury to the pelvic floor thus avoided. 
The child weighed eight pounds, and the mother and child 
made an excellent recovery. I doubt if such a delivery could 
have been made in a woman 35 years old. 

Dr. Reynolds does not mention symphyseotomy in contracted 

Selves, and our experience teaches us that certainly there is a 
eld for this operation. It is simpler, less dangerous, and very 
efficient in proper cases, and its success depends largely upon 
the good judgment of the obstetrician who selects symphyseot- 
omy before making prolonged and useless efforts with forceps. 
The subject of Cesarean section is again made complex by 
the fact that the obstetrician is called upon to decide whether 
he will render the woman incapable of further pregnancy; 
should this be necessary, celiohysterectomy should oe per 
formed in place of celiohysterotomy. 

Success or failure in an obstetric operation depends, in the 
hands of competent men, largely upon the selection of an ap- 
propriate operation for a given case. The actual result of all 
modern obstetric operations under good conditions is very 
favorable. In examining the records of over 600 cases of labor 
which we have recently had at the Jefferson Maternity, we 
found it necessary to apply the forceps in the pelvic brim 18 
times. The instrument used was either Tarnier^s or Simpson's 
forceps with axis-traction tapes. Six of these cases were espe- 
cially complicated, and some of them were terminated by sym- 
physeotomy in addition to the use of forceps. But three of the 
children in these cases perished, and in none of them did the 
forceps inflict serious damage upon the child. In one case, in 
which the child was lost, labor was induced to avoid serious 
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complications. The placenta was prematurely separated and 
the child perished from hemorrhage and asphyxia. Another 
case having contracted pelvis came into labor spontaneously 
with violent contractions of the womb. Before she could be 
delivered the child had perished. An autopsy showed that 
birth pressure before delivery was the cause of fetal death. 
Another case was delivered with difficulty, and in this also it 
was found by autopsy that prolonged birth pressure before ex- 
traction resulted in the death of the child. Our experience 
shows very clearly that in complicated labor delay is more 
dangerous than any well-chosen operation performed to save 
the lives of mother and child. 

Our experience embraces 8 symphyseotomies and 10 Cesarean 
sections. These operations have not been performed upon 
selected cases, but some of the patients have been those on 
whom it became necessary to perform an operation during 
labor, although this necessity was not evident at the beginning 
of labor. So far as Cesarean section is concerned, there seems 
to be no practical difference in the recovery of patients on whom 
celiohysterectomy or celiohysterotomy is performed. We 
a^ree with what we understand Dr. Reynolds^ position to be — 
VIZ., that in the hands of obstetricians of modern training and 
fair experience, under circumstances where proper assistants 
can be secured, it is safer for mother and child, when labor can- 
not proceed naturally or without difficult extraction, to deliver 
the patient by abdominal and uterine incision. It seemed to 
me that Dr. Reynolds limited his argument very carefully in 
its application to cases. I do not believe that a group of spe- 
cialists should influence the general practitioner to undertake 
serious operations. Obstetrics occupies a peculiar position in 
medicine. It is a branch of medicine the practice of which has 
been for years relegated to medical students and dirty mid- 
wives, yet a complicated delivery requires the skill and care 
demanded by an experienced surgeon. If men who are 
anxious and willing to open the smdomen for other causes 
would give to the complicated obstetric case the same study, 
preparation, and care which they give abdominal sections, the 
mortality of complicated labor would be very much reduced. 
If Dr. Reynolds' paper can lead the general practitioner to call 
a consultant so soon as the natural mechanism of labor halts 
and before he has applied the forceps, it will render a great 
service and one which I believe its author intends. 

Dr. Reynolds. — I do not know whether it will or will not 
surprise the Section when I say that, with the exception of the 
favorable results reported on the induction of labor, which do 
not agree with my own experience, I am in accord with almost 
everything that has been said here to- night. I would like to 
read a paragraph from my paper which explains this statement: 

'^ I wish once again to urge upon you that I restrict myself 
entirely to the question of the Cesarean as opposed to more 
than usually difficult, but not necessarily hopeless, high forceps 
or version in women not exhausted by long labor and under the 



Digitized by 



Google 



78 TRANSACTIONS OP THE SECTION ON GYNECOLOGY, 

care of experienced men. It is essential to a fair consideration 
of my position that you should remember these limitations.^' 

Most of the gentlemen who have spoken to-night have urged 
two points: first, that a pelvis with 3 J inches in the conjugate 
is not necessarily a Cesarean pelvis; second, that the general 
mortality of the Cesarean section is far greater than I have 
stated. I wish to reply to these two points. I would not have 
it held for one moment that I thought that labor in pelves of 
this character should usually result in the application of the 
Cesarean section. I wish that I had carried out my first inten- 
tion of not meotioning pelvic measurements in the paper. I 
only put in pelvic measurements for fear that I might be con- 
sidered as advocating Cesarean section f or uncontracted pelves. 
I believe that there are few men whose acquirements justify 
them in taking upon themselves the responsibility of deciding 
beforehand that a given labor must be Cesarean in a case in 
which the measurements are not extremely small. Were I 
restricted in the formation of my opinion to mere matters of 
measurement, I should not put a case as necessarily in the 
Cesarean class if its conjugate were over three inches, but I do 
believe that when cases with moderate contraction are allowed 
to go into labor an experienced obstetrician can tell, by the 
progress made by the patient during the second stage of labor, 
whether he is liable or not to meet an unusually diflScult for- 
ceps operation. If he is in doubt he can make a tentative ap- 
plication of the forceps. After findii g out by this means that 
he is likely to have unusual difficulty, I believe that he will 
save many more children by the Cesarean section than by 
forceps. 

With regard to the second criticism, that I have placed the 
maternal mortality too low, I quite agree with Dr. Williams 
and Dr. Duer and other gentlemen as to the general mortality 
of the Cesarean section as reported in literature. I recently 
looked over all the Cesarean sections I could find in literature, 
the list giving a very large mortality. I applied to this list the 
principles of selection, and failed to find a single death, with 
the exception of one from sepsis, my list including some 80 or 
90 cases of the class to which I restrict myself. In my paper 
I did not base my statements upon this statistical study, because 
I believe that the statistical method can be made to prove 
anything. I make the smaller list of 22 cases with which I am 
personally acquainted the basis of my belief that a further 
popularization of the Cesarean section, in the hands of experi- 
enced men only, will lead to the same change in operative results, 
as compared to the old use of the section in unfavorable cir- 
cumstances, which the selection of cases and improvement in 
technique has produced in the mortality of hysterectomy for 
fibroids as compared with that of hysterectomy ten years ago. 
One thing Dr. Williams said interested me — that he did not 
think it would be possible to apply the Cesarean section to pri- 
vate practice, on account of the objections of the patients. Our 
Boston work has created a rather unreasonable desire for the 
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Cesarean section among the women of the better classes there. 
Several of my patients have said to me, "Why don't we all 
have Cesarean section ? It seems to be much the easier way of 
having a baby/' I do not believe the section will meet with 
the difficult V which Dr. Williams anticipates. 

As regards the point raised by one gentleman, that we might 
find that the child has died during the delay incident to mak- 
ing the preparations for the Cesarean section, and that we may 
conseauently find that we have done an unnecessary operation, 
I would say that I always have the tip of a stethoscope steril- 
ized and put upon the fetal heart immediately before making 
the incision. 

As regards the risks incident to operating in private houses, 
I should reproach myself bitterly did I think that anything I 
have said would lead any man to dream of such a thing as 
doing a Cesarean section without making the necessary prepa- 
rations, because he was confronted with the necessity of ope- 
rating during the course of labor. I have found that my assist- 
ants can prepare a private house for an abdominal operation 
in the course of an hour in such a wajr as to make it quite as 
safe as a hospital. It is only a question of possessing trained 
assistants and the necessary kit. As a matter of fact, a ereat 
deal of my gynecological abdominal operating is done by choice 
in private houses, and, if the circumstances of the case permit 
the time for making adequate preparation, I should not con- 
sider a private case less favorable than a hospital one. Of 
course, in the present state of practice, we must expect in primi- 
parsB to have many cases in which the failure to anticipate any 
difficulty, and the time that would be lost in getting the 
patient ready for a Cesarean operation, will oblige us to take 
what chances we have with the forceps. I think that my feel- 
ing in the whole matter can better be put by saying that labor 
is the chief test of the amount of difficulty which will be expe- 
rienced in an ordinary delivery, and that in multiparsB much 
must depend upon the history. I think that when a multiparsB 
has lost even one child with the forceps, preparation for the 
Cesarean section should be made in advance the second time 
and the forceps used or a Cesarean done in accordance with 
what the second stage of her labor shows. 

One criticism I am forced to admit — that is, that I have 
wholly neglected the consideration of the operation of symphy- 
seotomy.* My own view has been that symphyseotomy was 
an operation best reserved for the cases in which there was 
some contraindication to the Cesarean, in which the case has 
been already infected, in which there is renal suppression or 
some visceral condition which makes an abdominal operation 
inadvisable. 

With regard to the danger of popularizing the operation too 
rapidly, a point upon which I agree with much that Dr. Hirst 
has said, my feeling is that it is our duty as specialists to spread 

* A few words covering this point have been inserted in the paper since 
it was read. 
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as widely as possible the opinion that children must not be sac- 
rificed to the persistent use of forceps, whether difficult or not, 
in repeated pregnancies in the same woman. We should teach 
the practitioner to refer the question of what should be done in 
such cases to some one more experienced. If, however, bis 
consultant advises him to have a Cesarean, I believe that any 
fairly trained abdominal surgeon may do it when it comes to 
the point. If the consultant advises the physician to let the 
case go into labor and then decide between tne Cesarean section 
and forceps during the second stage of labor, I think that 
would be the time when the same consultant would naturally 
step in again to decide that question. 



Digitized by 



Google 



Special Meeting^ April 29, 1898. 
Edward P. Davis, M.D., in the Chair. 

By invitation, Dr. Harvey R. Gaylord, of Buffalo, read a 
paper entitled 

MALIGNANT GROWTHS OF THE CHORIONIC EPITHELIUM, AND 

THEIR RELATION TO THE NORMAL HISTOLOGY OF THE 

PLACENTA. 

Minob * has said that there is no branch of embryology of 
which so many and such conflicting articles have been written 
as that pertaining to the development of the placenta. If this 
is true of the placenta, then this array of conflicting observa- 
tions has led to even more confusion in our study of the growths 
arising from the chorionic epithelium. Much that has been 
written about the placenta has only served to confuse and 
render more difficult our investigations of the pathological 
conditions which we find in this complicated organ. So true is 
this that the pathologists who have investigated these growths 
have been obliged to carry their investigations beyond the lim- 
its of pathology and, entering the realm of embryology, inves- 
tigate the fundamental conditions which alone can render an 
understanding of both subjects possible. 

I shall not attempt to give you the earlier history of the neo- 
plasm which is to be the subject of this paper. First, for the suf- 
ficient reason that we have a most excellent review of the same 
in English in Williams'' paper on " Deciduoma Malignum,'' 
and, second, because the questions which were the subject of 
discussion previous to Marchand's publication were largely 
settled by his investigations. 

Before entering upon a detailed consideration of the subject 
in hand, it were perhaps well for us to review in short the 
fundamental facts relating to the placenta itself. Our interest 
is largely confined to that portion of the chorion known as the 
chorion frondosum. The well- developed chorion frondosum 

Note. — For a further collection of the literature mentioned in this paper 
see two articles of Minot and Williams just quoted. 
* Journal of Morphology, vol. ii., No. 3. 
'Johns Hopkins Hospital Reports, vol. iv., 1896. 
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and that portion of the uterine wall to which it is attached — 
the basal decidua — forms the placenta. Examining the de- 
scriptions of the youngest embryos to be found in the liter- 
ature, we find that the chorion has developed prolongations 
covered with epithelium, that these prolongations are in many 
places attached to the decidua, and that the spaces between 
them are as yet not filled by the uterine circulation. 

The decidua, to which the fixation villi are attached, may be 
divided into two layers, the outer or compact and the inner or 
spongy layer. In the compact layer we find a well-defined 
layer of fibrin, the fibrin layer of Nitabuch. That portion of 
the decidua lying above this fibrin boundary is known as the 
decidua placentalis, and is that portion of the decidua which 
remains attached to the placenta after its removal from the 
uterine wall. A careful examination of a placenta at term 
shows in the middle of its structure several large veins and, 
scattered more toward the periphery, a number of large arteries. 
The work of Bumm and G. Klein has shown that this arrange- 
ment is constant, and it is, therefore, plain that the circulation 
of the placenta in a general way flows from the periphery to 
the middle. At the periphery of the placenta is found a large 
sinus, known as the peripheral sinus. The vessels which enter 
this peripheral sinus come largely from that portion of the 
decidua which is reflected upon the outer surface of the fetal 
placenta— the so-called decidua subchorialis. There is no 
direct connection between the fetal and maternal circulation 
(see Fig. 1). 

The villi are prolongations of the chorion. They are of two 
classes, the flxation villi and the shorter villi which merely 
float unattached in the blood spaces. The villi consist of pro- 
jections of the original chorion, the centres of which are com- 
posed of fetal connective tissue in which may be found an 
efferent and afferent vessel. * Covering their surface is a com- 
plete sheath of epithelium. In young embryos this sheath 
consists of two distinct layers — an outer, which is a continu- 
ous plate of protoplasm without cell boundaries, containing as 
a rule darkly-stained nuclei scattered more or less regularly 
through its substance. The inner layer consists of a single 
row of epithelial cells with distinct cell boundaries and con- 
taining a protoplasm very poor in chromatin substance. As a 

^ H3rrtl has demoDstrated the presence of special nutrient arteries in the 
placenta, branches from the umbilical artery. They extend into the villi. 
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rule their nuclei do not stain as deeply as the nuclei of the 
outer layer or syncytium.* In many places upon the villi, par- 
ticularly at their ends, we find projections, the bodies of which 
are composed of patches of cells derived from, and of the same 
character as, this inner layer or layer of Langhans. These 
projections have been called by KoUiker ** Cellknopsen," or 
**buds." At the ends of the fixation villi* which penetrate 
into the decidua we find a similar proliferation of the epithelial 
cells. These are, however, not covered by the outer layer as 
in the true buds above mentioned. Although the syncytium 
covers the villi in a single continuous layer, we find at many 
points homogeneous masses, sections of which give the appear- 
ance similar to that of a large multinuclear giant cell. The 
syncytium covering the sides of the fixation villi at the point 
where the latter enter the decidua spreads out upon the decid- 
ual surface, and there forms irregular masses and clumps of 
homogeneous protoplasm containing the characteristic nuclei of 
the syncytium (see Figs. 2, 3, and 4). 

On many places on the villi we find patches of fibrin, and 
also covering that portion of the decidua lying between the 
fixation villi. The blood spaces are all that portion of the pla- 
centa between the villi and contain the maternal circulation. 
As to the origin of these blood spaces many theories have been 
advanced. The principal among these are those of Winkler 
and Kossman. Kossman assumed that the syncytium was of 
maternal origin and that originally the spaces between the 
villi were completely filled by it. These masses, through a 
process of coalescence of the vacuoles found in them, gradually 
disappeared from the centre outward, ultimately only the 
amount of syncytium forming the layer on the villi remain- 
ing, and the spaces thus formed being occupied by the super- 
ficial uterine vessels. As to whether the superficial vessels 
opened directly into the intervillous spaces, or whether through 
a process of dilatation they merely occupy these areas, has also 
been a question of discussion. Winkler is the only observer 
who has claimed to have seen an endothelial covering outside 
of the syncytium. Merttens has advocated this view, but has 
not claimed that he could demonstrate an endothelial lining 
to the blood spaces. Other observers, the latest of whom is 
Aschoff,* have claimed that the blood vessels open directly, 

' The name syncytium was first applied by Kastschenko. 
» Haftzotten. *» Archiv. fQr Gynak., Bd. 1., 1896. 
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through rupture of their walls, into the blood spaces. The 
method of how this is produced we shall consider later. 

The decidua consists of spindle and round cells, larger than 
the cells of the chorion, and can be easily distinguished from 
them by the poorness with which they take staining reagents. 
The deeper or spongy layer of the decidua owes its character 
to the presence of widely dilated glandular structures, probably 
the remains of the uterine glands. But few glands can be 
found in the decidua compacta. In the decidua vera, how- 
ever, there appears to be no diminution in the number of 
uterine glands. There is no uterine epithelium covering the 
free surface of the decidua compacta after the establishment of 
the ntervillous blood spaces.* In a well-developed placenta 
we find the uterine glands lying in the decidua the seat of 
various changes. Principal among these is a form of degene- 
ration in which the intercellular boundaries are more or less 
obliterated, thus giving the epithelium an appearance similar 
to that of syncytium. Of this condition we shall also have a 
word to say later. 

One element which we have so far not mentioned is the so- 
called giant cell of the serotina. This cell is found widely 
distributed through the decidua and often into the muscularis. 
It is often multinuclear, is larger than the cells of the fetal 
ectoderm, and can be distinguished from them by its deeply 
stained nuclei and cell protoplasm rich in chromatin. These 
cells are found but sparingly in the decidua vera. 

With this short description of the elements with which we 
have to deal in the placenta, we may pass to a consideration of 
the pathological conditions in which they play a part. The 
most common pathological condition of interest found in the 
placenta is that known as hydatidiform mole. Fundament- 
ally the changes found in this growth consist in a remarkable 
dilatation of many of the villi, which are filled with a clear 
fluid, giving them the appearance of grapes, a term which 
has been applied to them. This change occurs during preg- 
nancy and is often found in portions of retained placenta. For 
a more exact knowledge of this condition we are indebted to 
Marchand. His investigations show that only part of the villi 
in hydatidiform mole are subject to this peculiar degeneration. 
Many of the villi retain a more or less normal appearance. He 
found that the degenerated villi were covered by a double layer 

* Duval has shown that in animals the uterine epithelium disappears at 
the beginning of pregnancy. 
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of epithelium, which maintained the characteristics of the 
epithelium and syncytium covering the normal villi. The 
syncytium he found in many places to show a pathological 
increase with the projection of large clumps and bands. At 
these points he observed large numbers of giant cells spreading 
through the decidua and invading the muscular wall of the 
uterus. He was able to demonstrate that these cells were 
derived from the epithelial and syncytial layers of the chorion. 
He found them arranged in masses around the blood vessels^ 
that they penetrated the blood-vessel walls and were often 
found lying free in their lumina. 

Marchand's observations on hydatidiform mole are of especial 
value as showing us the migratory ability of chorionic cells. 
We find here also a pathological growth of the syncytium, and 
at the apices of the villi the proliferations of the ectodermal 
cells had in many places broken through the syncytium. The 
question as to whether the migration of the chorionic cells in 
this case was pathological is not absolutely clear. The ob- 
servations of Frankel and the recent work of Franque, both 
of whom failed to find the cells in large numbers in the deep 
layers of the decidua, suggest a possible pathological character. 
On the other hand, the work of Pels Leusden tends to show 
that this migration into the uterine wall is a constant phenom- 
enon, and he ascribes a distinct function to these cells, which 
he believes form the basis of regeneration of the uterine glands 
after childbirth. He found the cells arranging themselves in 
rows and loops in the muscle wall, and believed he could 
demonstrate a transition into typical glandular structure. 

One year previous to the publication of Marchand's observa- 
tions on hydatidiform mole, Sanger, through addresses made 
before the Leipzig Obstetrical Society in 1888, the German 
Gynecological Society in 1892, and later by an exhaustive 
monograph, called attention to a class of malignant growths 
following childbirth. He collected several cases from the 
literature and gave in great detail the microscopic charac- 
teristics of the tumors and their metastases. The description 
of the clinical symptoms of this condition given by Sanger is 
so characteristic that a short repetition of the principal fea- 
tures found in his cases holds good for all those which have 
come after them. The patient presents herself with either a 
history of childbirth or abortion; or this part of the history may 
be obscure, as cases have been known to follow extrauterine 
pregnancy. She complains of constant bleeding; is, as a rule, 
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very emaciated. On examination the uterus is found enlarged 
and soft, and on curettement masses of tissue resembling pla- 
cental tissue are removed. In other cases the tissue obtained 
by curettement shows the characteristics of hydatidiform mole. 
The microscopic examination of these scrapings gives the di- 
agnosis. If the case is at all advanced the uterine wall will be 
found deeply invaded, and in many cases perforation with the 
curette is not a remote possibility. If the case is not at once 
treated by extirpation of the uterus, or has already advanced 
beyond the stage where such treatment is possible, metastases 
in the vaginal wall or labia soon develop, followed by metastases 
in other organs— liver, lungs, spleen, etc. The patient sinks 
rapidly, emaciation becomes greater, the pulmonary metastases 
give rise to symptoms resembling pneumonia, and coma is fol- 
lowed by death in an incredibly short period of time — often but 
a few weeks from the beginning of the growth. These cases 
seldom follow directly on abortion or childbed. One case was 
three years after the puerperium. In a large number hydatidi- 
form mole has preceded the malignant growth. This then, in 
short, sums up the clinical symptoms of these highly interesting 
cases. 

The microscopic examination of these tumors shows a fairly 
constant presence of various elements; in all cases at least one 
characteristic element is present. 

Sanger described deeply stained spindle and round cells and 
masses of protoplasm. He believed these tumors, which had 
their seat in the uterine wall, to be derived from the decidua 
and belonged to the sarcoma group. He proposed the name 
sarcoma uteri deciduo-cellulare. It is not at present neces- 
sary to consider the reasons which brought Sanger to his con- 
clusions. 

In 1894 Merttens* published a most interesting monograph 
^^On the Normal and Pathological Anatomy of the Human 
Placenta.^' His observations were based on a young embryo 
sent to the laboratory of Langhans in Berne. This monograph 
is interesting in many ways, but principally because Merttens' 
conclusions regarding the derivation of the syncytium have 
greatly influenced the work of the pathologists, notably that 
of Marchand. 

Merttens observed the growth of syncytium into the uterine 
glands, and the changes in the epithelium of the latter which 
indicated a metamorphosis into syncytium. This change in 
1 Zeitschr. fUr Geb. u. Gyn., Bd. xxx , 1894. 
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the glandular epithelium consisted in its losing its cell boun- 
daries, however only partially, and the nuclei becoming larger 
and taking the stain more intensely, thus approaching in char- 
acter those of the syncytium. He advocated the theory of 
Winkler that the superficial uterine vessels dilated into the 
intervillous spaces until they completely filled them, the endo- 
thelium later disappearing. He observed the syncytium grow- 
ing down in bands into the deep layers of the decidua. He 
believed that the syncytium was derived from the epithelium 
of the uterine glands and that it grew upon the villi from the 
maternal side. 

In 1895 appeared in the Monatschrift fur Oeburtshiilfe 
und Oynakologie an exhaustive article by Marchand includ- 
ing the description of two cases of so-called decidual tumors. 

The treatise of Marchand is too exhaustive to allow of fol- 
lowing in detail all his observations, but his conclusions were 
of the first importance, and it is to him that Ve owe our first 
understanding of these cases. Marchand described as com- 
posing his tumors, and clearly demonstrated the identity of 
Sanger's cases as the same, two elements. The first consisted 
of long bands and masses of protoplasm, void of cell boundaries, 
taking on a distinct tone with the usual stains, the substance 
of which contained numerous vacuoles, and scattered irregu- 
larly through these masses and bands were larger and smaller 
deeply stained nuclei. On the periphery of these masses was 
often a distinct row of ciliary-like projections, which, however, 
bore no resemblance to the cilia of the uterine epithelium. 
These bands and masses were characterized by a complete 
absence of karyokinetic figures in the nuclei, which, however, 
showed marked tendency to fragmentation. The second ele- 
ment found in these tumors were cells containing nuclei some- 
what smaller than those in the syncytium, the bodies of which 
were composed of protoplasm which, in contradistinction to 
that of the syncytium, took stains scarcely at all. These cells 
were found proliferating in patches, where they took on a poly- 
hedral form and bore a more or less distinct relation to the 
syncytium, being arranged along or within spaces surrounded 
by it (see Fig. 7). The nuclei of these cells showed numerous 
and varied forms of karyokinesis, and, treated with the proper 
reagents, the cell protoplasm proved to be rich in glycogen. In 
short, Marchand found all the morphological characteristics of 
the cells composing the layer of Langhans covering the villi in 
the normal chorion, and concluded that these cells were derived 
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from them. The derivation of the syncytial-like masses from 
the syncytium of the chorion had been previously suggested. 
Marchand further observed the cells of the tumor wandering 
into the deeper structures and there penetrating into the blood 
vessels, besides noting that the metastases were formed by 
means of the circulation, and saw in this a difference between 
these growths and the ordinary carcinomata which invade the 
lymph channels. The common occurrence of metastases in the 
lungs was ascribed to this cause. 

Through the primary tumor and in the metastases were 
numerous spaces lined with syncytium and filled .with blood or 
fibrin — a, condition pointed out by Marchand as analogous to 
the arrangement of the placenta. In such cases the proUf crat- 
ing cells were arranged under the syncytium, away from the 
blood space (see Fig. 7). 

Depending upon the observations of Merttens and others, 
Marchand assumed that the syncytium was derived from the 
epithelium of the uterine glands. He believed that all these 
tumors had their origin in the epithelium of the villi, one ele- 
ment, the ectodermal cells, of fetal origin, the other, the syn- 
cytium, from the maternal structures. He considered both 

DESCRIPTION OF PLATES. 

Fig. 1.— Diagram of the placenta after Hofmeier. 

Fia. 2.— Diagram of a villus. Inner layer of cells, layer of Langhans (a) cov- 
ered by continuous layer of syncytium of darker tone (6), outside of which are darker 
patches representing fibrin (c;. A broad layer of fibrin is represented covering the de- 
cidua, through which the central villus penetrates. All villi show the proliferation of cells 
of Langhans^ layer at their ends. At the base of the picture the decidua, composed of 
pale cells with vesicular nuclei (d). Scattered among them are more deeply stained 
cells (e) derived from the chorion. 

Fio. 8.— Diagram of villus, showing attachment to the decidua. the chorionic cells wan- 
dering into the compacta and penetrating the wall of a blood vessel. In the blood vessel 
lumen, chorionic cells and syncytium. Large pale cells, true decidual cells, dark cells 
from the chorion. Based on theory of Aschoflf. (Same lettering as Fig. 1.) 

Fio. 4.— After Merttens. Shows attachment of normal villus to decidua. Large pale 
decidual cells (a). Body of villus composed of ectodermal cells, showing chromatin in 
nuclei (6^. Surfaceof villus covered by syncytium (c). 

FiQ. 5.— After Minot. Surface of normal villus, showing darker syncytium and 
cell layer with lighter protoplasm. 

Fig. 6.— After Aschoff. Surface of normal villus, showing intermingling of lighter and 
darker nuclei, merging of lighter protoplasm surrounding cells into the darker syncytium, 
and drops of fat (black) near the periphery. 

Fio. 7 —After Marchand. Showing cells and syncytium, with typical arrangement 
from a malignant growth. 

Fig. 8.— After Williams. Shows mass of syncytium with intermingUng darker and 
lighter nuclei. 

-Fig; 9.— After Marchand. Shows surface of villus in hydatidiform mole. Interming- 
ling of darker and lighter nuclei in both layers. Surface shows cilia. 

Fig. 10.— After Marchand. Shows a mass of syncytium from malignant tumor. Light, 
and darker nuclei in same mass. Surface shows ciliary projections. 
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structures as epithelial and classed the tumors among the 
carcinomata. 

The appearance of Marchand's article has completely revo- 
lutionized our ideas regarding these growths, no one at the 
present day, with the exception of Gottschalk, holding that the 
connective-tissue elements either of the villi or the decidua 
play any part in their formation, or still clings to the idea 
that they belong to the sarcomata. Since the publication of 
Marchand^s article the literature of these neoplasms has swelled 
enormously. I shall review in short the more important ar- 
ticles. But two publications containing original investigations 
on the subject have appeared in this country — that of Bacon, 
from Chiangs* laboratory in Prague, the other by Williams, of 
Baltimore. As Bacon^s publication appeared about the same 
time as Marchand^s, he was apparently not acquainted with 
that observer's conclusions, so we find him describing syncy- 
tium without recognizing its significance, and concluding that 
the tumor is of decidual origin. He devotes much attention to 
the relation of the tumor elements to the degenerated muscle 
cells of the uterine wall, and refers to the opinion held by 
Menge and Pestalozza that these degenerated fibres formed 
the matrix of the tumor cells. He gives us a very clear de- 
scription of the invasion of the vessels by the tumor cells, and 
his Fig. 3 shows a vessel thus invaded. His exact words are 
of interest. He says: *' The tumor cells, either single or in 
the protoplasmic rows, are often found in the coats of the 
blood vessels. The way in which rows of nuclei of four or five 
or more separate the intima of the vessel from the adjoining 
coat and grow in the rich soil of the blood serum is shown in 
Fig. 1. The same figure also shows the final penetration of 
the intima. ^^ 

The above description is so characteristic, and is met so often 
in the writings of various authors, as to leave no doubt that 
Bacon has here observed the characteristic penetration of the 
blood vessels found without exception in chorion carcinoma. 
He also observes the wandering of isolated cells into the deep 
structures. The morphological characteristics of his tumor 
are so suggestive as to warrant giving his description again in 
full (page 690): ^' In one series of sections of the uterine wall 
I found a nest of tumor cells apparently quite different in 
character from these cell masses (Fig. 3). This tumor nest, 
which was about one and a half millimetres in diameter, lay in 
^ American Journal op Obstetrics, 1895. 
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the inner part of the neoplastic zone, next the necrotic layer. 
The walls of the cavity in which it was found were penetrated 
by typical neoplastic cells, single and in rows. It was impos- 
sible to determine whether the cavity was a connective tissue 
or lymph space or the lumen of a vessel. The penetrating 
neoplastic cells could be traced to the internal surface of the 
wall of the cavity on one side, where they gradually acquired 
the character of the cells of the tumor nest. From this region 
the tumor seemed to take its origin and sprout forth in stems, 
branches, and buds. The buds and branches on the circumfer- 
ence of the nest in some cases seemed to form vascular connec- 
tions with the wall of the cavity. Blood vessels with distinct 
endothelium were found in the branches," (Italics are mine.) 
The description here given is so suggestive of the normal 
structure of at least the buds of Kolliker found on the apices 
of the chorionic villi that one is constrained to believe that we 
have a true attempt at such a formation. The blood vessels 
with endothelial lining in such processes are exceedingly sug- 
gestive, and yet on the following page (691) Bacon says: 
" Such a protoplasmic mass of syncytium is not, moreover, 
peculiar to chorionic epithelium, and does not in itself justify 
one in assuming that the epithelium of the chorionic villi bears 
any genetic relation to the tumor cells. ^^ Bacon describes the 
characteristic spaces in the tumor structure, filled with fibrin, 
and noted the hemorrhagic character of the growth. In the 
metastases found in the lung he again observed the buds and 
masses of syncytium described in the uterine wall. He closes 
his article with a discussion of the derivation of the tumor 
cells, and ascribes the same to the decidua — a result clearly 
based on the mistaken observations of Novi-Josserand and 
Lecroix, who confused the chorion cells, with their deeply 
stained nuclei, with the paler, less rich in chromatin, cells of 
the decidua. Considerable space is devoted to the considera- 
tion of the relation of the tumor cells to the muscle fibres, and 
he correctly describes the destructive effect of the neoplastic 
elements on the invaded tissue. He closes his article with a 
tabulation of twenty cases from the literature, and notes the 
interesting fact that in ten of these the tumor's growth followed 
the more simple condition of hydatid mole. His conclusions 
are based on the supposed decidual character of the cells. His 
last conclusion separates a class of tumors composed of ele- 
ments derived from the chorionic villi — namely, those of Pes- 
talozza, Kaltenbach, Gottschalk, Kottnitz, and Schmorl. 
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Williams noted in his case the diflPerence with which cells of 
apparently the same kind took the stain. The cells, where they 
were closely packed together, were spindle-shaped (p. 467). He 
described the boundary between the tumor and the muscularis 
as very irregular bands of cells stretching into the uterine 
wall, separating and producing atrophy of the muscle fibres. 
Isolated groups of cells were also to be seen. Of still greater 
interest are his observations on a mass of syncytium which he 
found in the lumen of a vein (Fig. 8). This syncytium was for 
the most part of the band type, but masses were also present 
(page 470). He observed several veins near one of the tumor 
nodules in the uterus, filled with thrombi containing cells, and 
also cells lying free in the venous lumen.' 

In the metastases Williams described a most interesting re- 
lation of the cells (page 471). I copy literally from his text: "In 
other places the definitely characteristic syncytium appears to 
form a distinct border, beneath which there are several layers 
of what appear to be definitely marked epithelial cells. And 
in other places it forms large finger- like masses, with nuclei 
scattered all through them, which lie free in the blood and do 
not appear to be in connection with any form of cells. ^^ Here 
we have a very clear description of the main characteristics 
of a tumor springing from the chorionic epithelium. In Fig, 
6 accompanying Williams' article we find also the difference 
in the staining properties of the nuclei, which is so similar to 
Aschoff's illustration of transition syncytium from the normal 
villi that the comparison cannot fail to show us that we are 
here dealing with structures very closely related (see Fig. 8, 
taken from Williams, and Fig. 6, from AschoflP). The point 
of greatest interest in Williams' paper is the expression of be- 
lief that the syncytium and the cellular elements of his tumor 
are of the same origin. Following Marchand in accepting the 
theory of Merttens and others of the maternal derivation of the 
syncytium, and observing the remarkable points of similarity 
between the protoplasm and nuclei of the cells in his tumor and 
the syncytium, he expressed the belief that the cells were per- 
haps nothing more than cross-sections of syncytium. This 
explanation of their origin presupposes that the syncytium is 
composed of strings of such thickness that a cross-section 

* Many of these tumors have given rise to metastases in the vaginal 
wall. Of special interest in this connection is a newly reported case of 
Schmorl. in which no growth in the uterus was demonstrable, but a large 
nodule of typical structure appeared in the vagina. 
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would be about the diameter of the cells described. In view 
of this theory I have been led to examine the normal syn- 
cytium covering the villi of a young embryo, kindly loaned 
by Dr. Aschoff. The examination of all of the villi of this 
egg shows them to be covered with a continuous layer of 
syncytium, or a single layer of cells (Langhans) with here and 
there a mass of syncytium. As the villi are cut in all direc- 
tions, many vertical and others horizontal, it would appear 
that the syncytium is a more or less continuous plate or sheath 
of protoplasm. If this is the case, a section through the small- 
est thickness would give us the appearance of bands. This 
plate or sheath development of syncytium occurs, however, 
only when the arrangement of cells from which it is derived is 
such that a melting together of the same would form a plate. 
This is the case on the chorionic villi. It is not likely that in a 
tumor or a metastasis such a favorable arrangement would 
be found, and yet where the conditions have been such that a 
more or less untrammelled development was possible — i.e., in 
soft structures, in the blood vessels, etc. — we find the most per- 
fectly developed syncytium. On the whole I should consider 
this slight evidence again sfc Williams^ theory of the derivation 
of the cells in his case. 

Besides these publications in America, the German literature 
has contained articles from various sources, all of which do not 
require special mention. Certainly, next to that of Marchand, 
the most important publication on the subject is the short but 
pertinent article of AschoflP which appeared in the Archiv. /. 
Oyndkologie in 1896. Aschoff gives us his observations of the 
relations found in a two months pregnant uterus, in which he 
verified all the observations of Marchand relative to malignant 
growths of the chorion. His observations show conclusively 
that the syncytium is derived from the fetal ectoderm by a 
process of metamorphosis from the layer of Langhans. His 
investigations of the coverings of the villi lead to the interest- 
ing result that a distinct differentiation of the syncytial layer 
from the underlying cell row is impossible. His Fig. 6 (see 
Fig. 6) shows a mass of protoplasm in which the paler nuclei of 
Langhans^ layer are interspersed with the more deeply stained 
syncytial nuclei in such a manner that a linear arrangement 
of either element cannot be considered. He found as charac- 
teristic of the syncytium in this embryo the same condition 
which Marchand had already recorded for malignant growths, 
namely, an absence of glycogen, which was richly distributed 
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through the proliferating elements of Langhans^ layer. He 
especially observed an entire absence of glycogen where no 
proliferation was apparent. 

Of especial interest are his observations regarding the pres- 
ence of fat in the chorionic layers. In this respect the syncy- 
tium shows the reverse condition of that found in the examina- 
tion for glycogen. Aschoflf found the syncytium invariably 
contained fat in finer and larger drops, and that cells of the 
inner layer, where they formed buds, also contained large 
quantities. From this he concluded that the presence of a 
large amount of fat was not characteristic of the syncytium, 
but rather that where the chorionic cells had a more marked 
metabolic function — i.e., came more freely in contact with the 
maternal circulation — there the deposit of fat was greatest. 
He found the fat arranged regularly in the periphery of the 
cell, larger or smaller drops predominating, and the transition 
from the predominance of one element to the predominance of 
the other of such a gradual character as to suggest the presence 
of fat as a normal condition. This is distinctly diflPerent from 
the arrangement found in pathological infiltration, where the 
drops are scattered irregularly through the cell protoplasm. 
Where the villi came in contact with the decidua Aschoflf 
found the cells forming the buds had taken on a more spindle 
form and in many cases had broken through the syncytium, 
penetrating into the decidua. The syncytium also showed a 
similar change, namely, spindle-shaped nuclei, and, passing 
out from the end of such syncytium, a row of cells streaming 
into the decid ual layer. The chorionic cells were here easily dis- 
tinguished from the decidual elements, the former showing a 
deeper ground tone, the decidua cells the same general appear- 
ance found in the vera, namely, pale spindle-shaped cells, with 
oval or round vesicular nuclei, poor in chromatin.* 

Aschoflf calls especial attention to the participation of the 
syncytium in this invasion of the decidua. The decidual cells 
surrounding such areas contained a marked amount of fat, but 
whether this fat was the result of degeneration of the cells, or 
whether it had merely been absorbed from the syncytium, he 
left undecided. However, the decidua not adjacent to such 
points of invasion was free from fat. The presence of large 
drops of free glycogen in these areas he considered due to the 
hardening process, and further investigation of fresh cases of 

' For a good illustration of the difference between true decidua cells 
and the chorion cells see Fig. 4, taken from Merttens. 
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abortion showed that the cells in the buds invariably contained 
the characteristic half -moons of glycogen in the cell protoplasm. 
True decidual celle were found to be completely free from gly- 
cogen. Aschoff described the three typical layers of the 
decidua. He examined the relation of the syncytium to the 
glandular epithelium^ to ascertain if changes suggestive of a 
transition of the latter into the former, as described by Merttens, 
were present. In no case was he able to find a growth of 
syncytium into a gland in which the epithelium was not 
broken down. Sections hardened with osmic acid showed 
very plainly the degeneration of the glandular epithelium, 
whose protoplasm, filled with irregularly distributed fat, 
could be easily differentiated from the syncytium with its 
characteristic arrangement of fat droplets. 

In the compact layer of the decidua the streams of chorion 
cells surrounded the vessels, and, breaking through their walls, 
appeared as described by Merttens. Not only did these cells 
penetrate into the lumen of the vessels, but in many places 
Aschoff found syncytium lying free in the blood current. So 
characteristic was this relation of the invading cells to the 
vessels that Aschoff could ascribe no other function to this 
invasion than that of opening up the maternal vessels into the 
intervillous blood spaces. Through the entire decidua, and 
often deep into the muscularis, isolated chorion cells were to be 
found. The identity of the cells could be clearly distinguished 
by their deeply stained nuclei, and the entire absence of such 
cells from the decidua vera greatly weakens any supposition 
that they were derived from the true decidua cells. To the 
description of this most interesting normal specimen Aschoff 
adds two cases of chorion carcinoma, in one of which no syn- 
cytium was to be found, only the spindle and round cells 
derived from the cell layer of the chorion. These cells pene- 
trated the vessels deep in the uterine wall, occluding them 
through thrombosis, producing large areas of necrosis — in 
short, giving pictures similar to those found in Marchand's 
cases. In Case 2 the original tumor had made a metastasis in 
the left labium majus. On opening this tumor the remark- 
able discovery was made that it contained a hydatid mole. 
Here> then, at last was found a tumor which had developed 
a metastasis containing complete chorionic villi, i.e., chori- 
onic epithelium two forms fetal connective tissue, and all 
typically arranged. Four months previously the patient had 
discharged a typical hydatid mole from the uterus. 
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Freund* has reported a case in which he was unable to 
demonstrate any cellular elements, the entire tumor and 
metastasis consisting of syncytium. He removed a deeply 
adherent placental polypus from the uterus. Seven weeks 
later the patient developed a metastasis in the vagina. Ex- 
amination of both tumor proper and metastasis, according to 
Freund, showed them to consist of typical syncytial bands. 
Apparent cells he explains as cross-sections of syncytium, in 
this following Williams, without, however, mentioning his 
paper or referring to his case. Freund does not agree with 
Aschoff^s observations regarding the fetal origin of syncytium, 
believing that he has not clearly demonstrated its derivation 
from fetal ectoderm. He considers that AschoflP has, how- 
ever, clearly proved that the syncytium is not a derivative of 
the glandular epithelium. Freund indorses the observations of 
Turner, who maintained that the syncytium was derived from 
the endothelium of the blood vessels, and quotes the descrip- 
tion of Aschoff and others of the relation of the syncytium to 
the uterine vessels. He does not consider the case of ectopic 
gestation reported by Gunnser — in which in the non-pregnant 
portion of the tube the epithelium remained normal, while in the 
portion occupied by the embryo the epithelium was replaced by 
syncytium — to prove more than that the syncytium is of mater- 
nal origin. He suggests that the epithelium may have been 
destroyed by pressure, but gives no further reasoning to show 
why the syncytium should be a derivative of the maternal 
structure. He suggests that as in Aschoflf's case there really 
existed streams of cells from the surface of the serotina to 
the vessels, they could be considered from the other stand 
point— i.e., as masses of syncytium and cells derived from th6 
vessel endothelium, making their way to the surface. This 
hypothesis advanced by Freund in support of the observations 
of Turner, in the light of what Marchand has taught us of the 
wandering of the cells into the deeper structures in hydatid 
mole, and AschoflE's observations showing the identity of these 
cells with those found in the normal embryo, and malignant 
growthsj appears to me to be inadmissible. The evidence in 
favor of AschoflE's interpretation seems conclusive. It is evident 
that Freund, having found only syncytium in his case, has 
wished to separate the syncytium from the cellular layers, in 
order to render an explanation simpler. The derivation of 
syncytium from the cellular layer, and the identity of the 
' Zeitschr. fttr Geb. u. Gyn., Bd. xxxiv., 18d(*. 
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spindle-shaped cells as transformation forms, render such a 
separation of tumors containing only one element of the fetal 
ectoderm unnecessary. AschoflP^s case contained only the 
cellular elements, FrankeFs and Freund^s case only the syn- 
cytium, Marchand^s and the majority of cases both elements 
but this fact in no way suggests a separate origin of these 
forms, merely a preponderance of a particular form in special 
cases, all of which can be traced to a common origin, and each 
of which has its counterpart in the epithelium of the chorion. 

Franque * describes a tumor in which he was able to dem- 
onstrate all the morphological characteristics observed by 
Marchand. He found, and laid great stress upon, the typical 
arrangement of the syncytium and cellular elements, the latter 
occupying the centre and filling out tube-like structures of the 
former. In a specimen hardened in Miiller's fluid he believed 
he could demonstrate an intercellular substance in the cell 
islands, and from this point out he differed with Marchand as 
to the origin of the layer of Langhans, holding to the older 
theory that it was of mesodermal origin. The syncytium he 
believed was the true fetal ectoderm. His examination in- 
cluded normal embryos. The observations of Franque to show 
that the layer of Langhans was derived from the fetal connec- 
tive tissue of the villi do not seem to me to be in any way con- 
clusive. In fact, he expresses himself with the greatest caution, 
repeatedly saying that he considers the origin of the layer 
of Langhans as still in doubt. Regarding the syncytium he 
is more positive, indorsing the observations of Aschoff , and 
states that with Aschoff he was unable to find any evidence in 
support of the theory of Kossman and Merttens of a maternal 
origin. 

Of especial interest appears to me the plainly different 
amount of chromatin in the nuclei of the syncytium, as shown 
in the illustrations accompanying Franque's article. His ob- 
servations on hydatidiform mole confirm in every particular 
those of Marchand, except that he found but few deeply 
stained cells below the fibrin layer— an observation which 
agrees with those of Frankel. He held, therefore, that the 
case of Marchand was already of a malignant character, and 
that his case and those of Frankel represented the non-malig- 
nant and usual type. That such cases could later become 
malignant he held as highly probable. 

The latest publication of importance is that of Gebhard.'' 

» Zeitiohr. fur Geb. u. Gyn., Bd. xxxiv., 1896. . « lb., Bd. xxxvii., 1897. 
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He reports in full three cases of chorion carcinoma, all of 
which contained both cellular elements and syncytium. His 
second case furnishes us with a most interesting confirmation 
of Marchand's theory of the derivation of the cellular elements 
of the tumor. In the wall of the uterus, isolated from the 
main growth, Oebhard found a placental villus containing a 
connective-tissue axis, from the surface of which the ecto- 
dermal cells could he demonstrated invading the tissue and 
forming apart of the tumor. The importance of this obser- 
vation is clear. Marchand has shown me a similar specimen 
from an as yet unpublished case of his own. The further obser- 
vations of Ciebhard confirm the investigations of others of the 
syncytial-like changes in the epithelium of the uterine glands. 
He also observed changes in the glandular epithelium which sug- 
gested malignant degeneration. He indorsed the now univer- 
sally accepted observations of Marchand, but adhered to the 
maternal origin of the syncytium, however stating that the mat- 
ter was by no means certain and that only fuller observations of 
very young embryos could decide the question. In the light, 
then of these cases, I take pleasure in stating to you that 
Prof. Marchand has informed me that within a short time 
such an embryo has come into his possession, and that after a 
careful examination of it he completely indorses all of Aschotfs 
views regarding the syncytium. I have had the pleasure of 
seeing Prof. Marchand's specimens, and there is no question as 
to the similarity of the finds in his and Aschoff^s cases. As his 
paper will shortly appear, I shall refer you to it for a more 
detailed account of this embryo. 

Returning, then, to Williams^ paper with these facts in mind, 
we find that his observations on the similarity of the proto- 
plasm in the cells and in the syncytium, and the fact which he 
observed of the presence of deeply and poorly stained nuclei in 
the same syncytial mass, and of the variability in staining of 
the cell nuclei, are of the first importance. If his interpre- 
tation wished to connect the cells with the syncytium and to 
consider both elements as maternal, he was merely observing 
what Aschoflf has now shown to be the fundamental charac- 
teristics of the syncytium and cell layers of the chorionic 
epithelium. 

Marchand established the relation of the cells in these tu* 
mors to the cell layers of the villi, and ascribed to the syn- 
cytium a maternal origin, but it remained for Aschoff to 
give us the information which should combine the import- 
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ant observations of these investigators^ and, by rejecting 
their explanation of the derivation of the syncytium^ bring 
the important information which we have gained from 
these cases into harmony with the latest observations of the 
embryologists."' There can be but little doubt that the cells 
in Williams' case are of the same nature as in Marchand's, and 
that they are derivatives of the chorionic cells of Langhans' 
layer. 

The penetration of the cells in these neoplasms into the 
blood vessels accounts for the hemorrhagic character of the 
growth. They are carried in the blood stream to various 
organs, where they find a lodging place, and in their further 
development may produce syncytium." 

The presence of fat in normal syncytium should not neces- 
sarily lead us to expect to find it in cells forming a malignant 
growth, and as a matter of fact we find but little. Aschoff 
considered the presence of fat an expression of normal function 
in the syncytium, when arranged regularly near the periphery 
of the protoplasm. This presence of fat he did not consider a 
degeneration as we commonly understand that term. Its pres- 
ence in the non-proliferating structures suggests a certain 
condition of ripeness of the cell. Glycogen, on the contrary, is 
present in large quantities in the proliferating structures and 
in the malignant growths. It is just possible that this condi- 
tion of richness in fat is indirectly a safeguard against malig- 
nancy, for we know that chorionic epithelium can be carried 
by the blood stream into the lungs, as observed by Schmorl in 
Eclampsia, and the same phenomenon has been lately produced 
experimentally by Maximow. 

Under ordinary conditions these cells do not proliferate, 
although appearances have been observed which suggested 
such a possibility. Two years ago I undertook an experiment 
on rabbits, in which I removed small pieces of young placenta, 
keeping the same at body temperature, and in jected small frag- 
ments into the jugulars. My results regarding proliferation 

^ Ulesko-Stroganowa, in an article in the Monatsch. ftir Geb. u. Gyn., 
Bd. iii., 1896, on the ** Microscopic Structure of the Placenta," concluded 
that in rabbits as well as in the chorion of man both layers of the villi are 
of fetal origin. He clearly demonstrates the derivation of the syncytium 
from the layer of Langhans. 

* I cannot find that any one has agreed with Kossman, who claims that 
the cellular elements of these tumors are derivatives of the syncytium by 
a process of breaking off, in which the syncytium becomes divided into 
cells. 
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were negative, as were those of a similar experiment performed 
by Prof. Orth, and there seems little reason to expect that 
normal placental cells will proliferate in foreign tissue when 
separated from their base. As we should expect, glycogen is 
present in the malignant cells and, as Aschoff has also shown, 
in the proZi/erafmgr cells of the normal chorion. Its absence 
from the fat-bearing cells is again suggestive of their having 
reached a state of maturity. 

In these cases we have before us a form of true para- 
sitism, one human structure invaded by structures of the 
other. The apparent rarity of chorion carcinoma in Amer- 
ica may be more apparent than real. We have so far 
but one well- authenticated case, that of Williams. It seems 
improbable, at least in the large medical centres, that a 
condition so grave, so characteristic, and so easy of a clinical 
diagnosis should pass unobserved, and yet the attention which 
has been called to these cases since 1895 has swelled the 
literature from 20 cases to 52, to which I can add a 
knowledge of two unpublished cases of Schmorl and one of 
Marchand, making in all 55. This sudden increase, due to a 
better knowledge of these tumors, would suggest that when 
the neoplasm is better recognized in this country we shall at 
least find that we have our proportion. The majority of the 
cases have been found in Gtermany, France, Italy, Russia, and 
England, in the order named. To the 49 cases collected by 
Pestalozza and Franque may be added those of Gebhard, 3, 
making 52, and 1 case of Schmorl^s of which I have the neces- 
sary data to include in these statistics. Of these 1 was treated 
by curettement (Menge), 20 by total extirpation. Twelve of 
the above followed hydatidiform mole, 2 followed abortion. 
Nine followed premature birth and delivery at term. Recur- 
rence has so far occurred in 10; of these, 1 after abortion, 4 
after normal delivery, and 6 after hydatidiform mole. Only 1 
of these cases is older than five years, the majority under 
three, and several under one year. 

The following is a collection of names from the literature 
under which these growths have been described: Carcinoma 
corpus uteri with remarkable metastasis, carcinoma corpus 
uteri following pregnancy, sarcoma telangiectoides, sarcoma 
hemorrhagicum, infectious sarcoma, sarcoma following hyda- 
tidiform mole, destroying placental polyp, deciduoma, decidu- 
oma malignum, chorio-decidual tumor of malignant character, 
deciduoma sarcomatosum, deciduo-sarcoma uteri, sarcoma 
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deciduale, sarcoma deciduocellulare, sarcoma deciduo-chorion 
cellulare, blastema deciduo-chorion cellulare, chorion carcinoma, 
chorion epithelioma, syncytial tumors, syncytioma malignum, 
carcinoma syncytiale uteri. 

Ectopic Oestation, — The interesting changes found in the 
tubal epithelium in ectopic gestation bear, no doubt, some re- 
lation to syncytium. I have examined several cases of ectopic 
gestation in this regard, but have never found any changes 
which would warrant the term syncytium, and it is my belief 
that we have here nothing more than the degeneration of the 
epithelium found by Aschoflf in the uterine glands, giving it 
a syncytial-like appearance. The examination of such epithe- 
lium for fat would throw light on the question, the arrange- 
ment of the fat droplets giving us the clue to the true condition. 
True syncytium is of course formed in ectopic gestation, but 
it owes its origin to the fetal ectoderm. 

In closing my article I wish to say a few words regarding 
the anatomy of the normal placenta, viewed in the light of our 
knowledge of these growths and the investigations of the nor- 
mal chorion which they have stimulated. 

Syncytium. — There have been various theories as to the 
origin of the syncytium : 

1. From the fetal ectoderm. 

2. From the decidual elements of the serotina. 

3. From the epithelium of the glands in the serotina. 

4. From the endothelium of the superficial uterine vessels. 
Strahl maintained that no karyokinetic figures were to be 

found in syncytium, and Marchand observed an entire ab- 
sence of mitosis in the syncytium in hydatid mole and syn- 
cytial tumors. Kossman, however, states that especially in 
syncytium were the finest karyokinetic figures to be found. 

The nuclei show frequent occurrence of fragmentation. On 
the whole the nuclei in the syncytium are more rich in chro- 
matin, and they, as well as the ground substance, stain more 
deeply than that of the underlying cell layer. Covering the 
outer surface of the syncytium — that is, the surface opposed to 
the maternal circulation — is often seen a fine row of ciliary-like 
projections. This condition is, however, not constant. Mar- 
chand found it both in hydatid mole and syncytial metastasis, 
as shown in Figs. 7 and 8 of the plate. He considered this 
ciliary effect to be caused by the presence of fine vacuoles 
arranged along the periphery. Normal syncytium has a 
marked tendency to the formation of vacuoles in its proto- 
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plasm. This characteristic is also present in the syncytium 
of malignant growths and hydatid mole. Minot* states 
clearly, in the beginning of that portion of his article which 
is devoted to the human chorion, that he considers both lay- 
ers of the villi to be derived from the ectoderm. He cannot 
agree with Winkler that the villi are at any time covered 
with endothelium, and says that a prolonged and careful 
search has failed to find anything of the kind. In his de- 
scription of specimens of chorion made by Langhans from an 
embryo of three weeks, and hardened in osmic acid, he says 
the nuclei are darker than the matrix (see Fig. 6). The illus- 
tration which he gives of this specimen on page 394 shows the 
syncytium to be more darkly stained than the underlying cell 
layer — sl phenomenon which, in the light of Aschoflf's observa- 
tions, is no doubt in part due to the presence of fat, although 
in this connection Minot is silent. I have added this illus- 
tration to the table I have collected of illustrations from the 
work of various authors. These illustrations show the simi- 
larity of the nuclei in the syncytium, and where the cells of 
Langhans^ layer are depicted their similarity is also apparent. 
We have first in the illustration 5, taken from Minot, the 
characteristic difference between the cells of Langhans' layer, 
with its lighter nuclei and protoplasm, and the syncytium. In 
illustration 7, taken from Marchand, we can easily see the 
preservation of this arrangement in a malignant growth. In 
Fig. 6, after Aschoflf, we see how in a very young embryo this 
arrangement is not preserved. The darker and lighter nuclei 
are intermingled, and the protoplasm of the cells in the layer 
of Langhans merges into the darker protoplasm of the syn- 
cytium. In Fig. 8 we have the presence of darker and lighter 
nuclei in a syncytial mass from a malignant growth as depicted 
by Williams. No. 10 shows the same condition from one of 
Marchand's cases. No. 9 also shows the same and is taken 
from Marchand's illustrations of hydatidiform mole. 

From these illustrations we can plainly see that any 
attempt to demonstrate a constant boundary between the 
nuclei and protoplasm of the two layers must meet with de- 
feat, and we must agree with Minot and Aschoff that the 
one is the derivative of the other. As the cell layer cover- 
ing the villi disappears entirely in the advanced development 
of the villi, and the syncytium remains, tve must conclude 
that the latter is a derivative of the former. 
* Journal of Morph,, vol. ii. 
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Fibrin. — The fibrin found in the placenta occupies a most 
interesting relation to the fetal ectoderm. We find on the sur- 
face of the villi isolated patches of fibrin, intimately connected 
with the epithelial layer and sending processes into the syn- 
cytium. There are many reasons for considering this fibrin to 
be the result of degeneration of the epithelium, especially the 
syncytium, and Minot clearly advocates this theory. Sugges- 
tive, in this connection, is the increase in the amount of fibrin 
toward the end of pregnancy, and the extensive degeneration 
found in the epithelium at that stage. The presence of canals, 
first described by Langhans, running in all directions through 
the fibrin masses, has caused it to be called canalized fibrin. 
The hyaline and glistening appearance of these fibrinous 
masses has often been quoted as an indication that they are 
the result of tissue degeneration. A similar statement has 
been made by Neumann in his paper on ** Fibrinoid Degenera- 
tion.^^ The fallacy of this view I believe I have been able to 
demonstrate in my own researches on "Fibrinous Exudates.^' 
In these investigations it became apparent that hyaline change 
in fibrin was only the result of age or a change associated with 
its organization by connective tissue. 

The effect of tissue cells in producing thrombosis, when 
as foreign bodies they find their way into the circulation, is 
well known. As thrombosis does not always occur, we may 
assume that their mere presence is not sufficient to produce 
coagulation, and that another element — in this case degenera- 
tion of the protoplasm with production of a fibrin ferment — 
is necessary to the production of fibrin. The classical experi- 
ments of Alexander Schmidt and Rechenbach bear directly on 
this point. 

Schmor], who first called attention to the presence of emboli 
of placental giant cells in the lungs, found the same not only to 
have caused thrombosis in their immediate neighborhood, but 
in various organs, notably the brain and liver, he found throm- 
bi composed of hyahne masses, and ascribed their production 
to some ferment which had found its way into the circu- 
lation. This supposition of SchmorPs has received bril- 
liant confirmation through the experiments of Fo4 and Pella- 
cani, who injected emulsions prepared from various organs, 
and through similar experiments by Lubarsch, who used liver 
cells in the production of his injecting fluids. All of these ob- 
servers were able to produce widespread thrombosis in the 
vessels. Schmorl was also able to produce thrombosis, though 
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not extensively, by the injection of a solution prepared from 
placental cells. Of still more recent and convincing character 
in this regard are the observations of Maximow.* Maximow 
found, surrounding the emboli of parenchymatous cells, throm- 
bosis. Besides the thrombi immediately surrounding the em- 
boli he found thrombi in which only cell detritus could be seen, 
and again extensive thrombi in which no cells were present. 
As the nature of his experiments was such that fragments of 
already degenerated placental cells and their products almost 
certainly found their way into the circulation, he concluded 
that these simple thrombi owed their production to this cause. 
His description of the fibrin found (page 315) is most interest- 
ing. He says: ^^ The rest of the thrombus consists principally 
of hyaline masses and light granular collections of blood 
plates. ^^ I find in this a confirmation of a similar observation 
which I have reported in my paper above mentioned,' in which 
I found hyaline masses of fibrin in the middle of a thrombus. 
A supposition that here tissue degeneration plays any part in 
the production of these masses, any more than that it forms 
the necessary ferment, is to be rejected. As placental cells 
which are not the seat of degeneration do not produce coagula- 
tion, we may assume that the degeneration is the deciding 
factor.* Applying this knowledge to the canalized fibrin of the 
placenta, there seems to me to be no reason to suppose that 
the fibrin found on the surface of and in the invading areas 
of degenerated epithelium on the villi is formed in any other 
way than that just mentioned in connection with emboli of 
these cells. Further than this, the disproportionate amount of 
fibrin to the number of degenerated cells in the placenta pre- 
cludes the possibility of a direct metamorphosis of cell proto- 
plasm into fibrin. The masses often found attached by a small 
base to a few degenerated cells, but spreading in cloud-like 
form into the blood spaces, express very clearly the action of 
a ferment. The broad layer of fibrin found on the serotina, 
the fibrin layer of Nitabuch, is also of such a character as to 
preclude its formation by a direct metamorphosis of proto- 

^*'Zur Lehre von der Parenchymzellenembolie der Lungenarterie.'' 
Virchow*8 Archiv. , Bd. cli. 

^ '* Fibrinous Exudates and Fibrinoid Degeneration." Journal of Ex- 
Med., vol. iii., 1898. 

^ Mallory has recently added another form of cells which after degene- 
ration form thromboses in the blood vessels— i.e., the large phagocytic 
cells found in the blood of typhoid-fever patients. 
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plasm. If we accept this explanation of the cause of fibrin- 
ous deposits in the placenta, we remove the points of dis- 
crepancy between the observations of Minot and others who 
found the fibrin intimately associated with degeneration of 
the epithelium, and the more recent researches which tend to 
disprove the existence of a true degeneration of protoplasm 
into fibrin. 

The more recent experiments of the physiologists are also in 
harmony with these conclusions. I myself can find no evi- 
dence in the oft-quoted fibrin of the placenta' which tends to 
strengthen a theory of fibrinoid degeneration. On the con- 
trary, there are many facts to show that degeneration fur- 
nishes only materials necessary to the processes of coagulation, 
and that the blood plasma is still a necessary element in the 
production of fibrin. This explanation of fibrinous deposits 
associated with tissue degeneration I should apply to diph- 
theritic membranes. Here, however, the case is somewhat 
different, as the destruction of tissue must be sufficient to cause 
exudation from the capillaries, which is immediately followed 
by coagulation both in the tissue and on the surface in form of 
a deposit. 

Decidua. — There is little doubt at present among embryolo- 
gists that the decidua is derived from the connective tissue 
of the uterine wall (Meier, Leopold, Minot, and more recently 
G. Klein). Various observers have, however, advocated other 
theories, among which might be mentioned that of Hennig, 
Langhans, and others, which considered the decidual cells to 
be formed from leucocytes. Still others believed them derived 
from the uterine epithelium (Overbach), from the epithelium 
of the villi (Kastschenko), and, lastly, the theory of Ercolani 
that the decidual cells are derivatives of the vascular endothe- 
lium. The observations of Ercolani are of the greatest interest. 
Ercolani found in the decidua two elements: First, what he and 
others, including Minot, called young decidua cells. These 
cells are characterized by a nucleus rich in chromatin and a 
protoplasm taking a deeper stain than the true decidua cells. 
Minot found these cells richly scattered through the decidua 
compacta. The illustration which he gives of them (page 
418, cut 30) shows the deeply stained nuclei and granular pro- 
toplasm. Their form is of the most varied character, show- 
ing processes and elongations, and suggest very strongly the 
appearance of wandering cells. The similarity is so striking 
as to suggest at once a connection between these cells and 
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the wandering epithelial cells of Marchand found in hydatid- 
iform mole^ and the same forms described by Aschoflf in the 
normal placenta. Ercolani found these cells arranged around 
the blood vessels and believed that they were newly formed. 
Minot^s criticisms of Ercolani's observations are important as 
showing the identity of these forms. I quote from page 430 
of his monograph on ^^ Uterus and Embryo '^ : " Ercolani erro- 
neously regarded the decidual cells as a new formation arising 
after the total destruction of the mucosa. He observed the 
degenerative processes of the uterine epithelium and the ar- 
rangement of the decidual cells around the vessels of the 
placenta in rodents and mammals; he inferred that the whole 
mucosa was degenerated and lost, but he never established the 
inference by observation. He also inferred that the perivascu- 
lar cells, being different from the surrounding tissue, were a 
new formation, but he never traced the actual genesis of the 
cells.^^ 

There seems little doubt that the cells which Ercolani ob- 
served and which Minot accepted as decidual cells were, from 
their character and distribution, the wandering chorion cells 
of Aschoflf and Marchand. Unfortunately Minot gives no spe- 
cial description of the cells Ercolani found, other than that they 
were diflferent from the surrounding decidua. His description 
and illustration of *' young decidua cells " is certainly strikingly 
characteristic of the chorionic forms. His statement that the 
cells of Ercolani were diflferent from the surrounding tissue, 
which must have consisted of true decidua, and his acceptance 
of them as decidual cells, make but one supposition possible, 
i.e., that they belonged to the form which he has described as 
young decidual elements. If this inference is correct, we may 
add the evidence furnished by their distribution in identifying 
them with the wandering cells of the chorion! 

The illustration of Minot is taken from a section through the 
compacta. Minot does not speak of the absence or presence of 
these cells in the decidua vera or whether they penetrated into 
the blood vessels. I believe, however, that whatever the sig- 
nificance of these cells, they are the forms described by Aschoflf 
and Marchand. 

Regarding the formation of the true decidual cells — i.e., the 
large oval, spindle, and other forms — the evidence of their deri- 
vation from the connective tissue seems complete. Of especial 
interest in this connection are the buds of decidua-like cells 
found by Schmorl on the peritoneal surface of the uterus and 
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ovaries in pregnant women. Such formations bear a great 
resemblance to true decidua, but have never contained the 
so-called young forms. I have examined the specimens of 
Schmorl, besides several in my own possession^ and I fail to 
find any but the pale nuclear forms of the true decidual cells. 

Dr. Thomas S. Cullbn, of Baltimore. — I wish to congratu- 
late Dr. Qaylord on his able presentation of the subject, and 
think all of us have been particularly fortunate in heariug it. 
For several years I have been interested in the early develop- 
ment of the placenta and decidua, and from the observations 
made have no hesitancy in saying that the decidual cells are 
formed from the normal stroma cells of the mucosa and from a 
proliferation of the endothelium of the blood vessels. In the 
uterine mucosa in the non pregnant state a moderate number of 
small round cells are found, and these, as might be supposed, 
are also found in the decidua. They correspond to the ordinary 
small round cells and do not become transformed into decidual 
cells. The epithelium covering the surface of the mucosa 
becomes flattened, at times being spindle-shaped; the glands in 
the superficial portion are recognized as mere slits or cannot 
be detected, but on passing toward the muscle they gradually 
widen out, and in the spongy layer show marked gland hyper- 
trophy so characteristic of early pregnancy. 

Dr. Qaylord has mentioned the finding of giant cells in the 
muscle a short distance beneath the decidua. From a study of 
the muscle at this point we gain a clue as to the method of the 
decidua formation — namely, the swelling and proliferation of 
the pre-existing elements. From a careful study of such cases 
I am convinced that these giant cells are due to a proliferation 
of the stroma cells between the muscle bundles, but some are 
certainly formed from muscle fibres, as I have been able to 
trace all stages from normal muscle fibres to muscle cells con- 
taining from two to six nuclei. 

The source of the syncytium has been a mooted question, but 
the balance of evidence is certainly on the side of its embryonic 
origin. Were the syncytium referable to the uterine epithelium, 
we would certainly expect to find the mucosa, under patholog- 
ical conditions, occasionally reverting to this form; but such is 
not the case, and never do we find any semblance of syncytium 
apart from pregnancy. I do not think there is the slightest 
ground for referring it to maternal in origin. 

The cells of Langhans* layer resemble very closely the cells 
forming the stroma of the villi, and we know that it is only in 
the early months that this layer is demonstrable. I am inclined 
to the belief that the cells forming this layer are in reality stroma 
cells which have of necessity assumed a marginal arrangement 
for the time being. 

Dr. Gaylord has not referred to a most instructive case re- 
cently reported by Schmorl, where a patient, eighteen weeks 
after normal delivery, developed a syncytial growth in the va- 
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gina. The patient died six months after delivery with numerous 
metastases, but examination of the uterine cavity failed to 
reveal anjrthing abnormal. Schmorl thinks that the growth 
commenced in the placenta and that metastases rapidly devel- 
oped in the various organs ; but the growth had as yet not 
extended by continuity to the uterine wall, hence when the 
placenta was expelled the entire original focus was removed. 
This case should stimulate us to systematically examine the 
placenta to see that no pathological process be present. 

Neumann, at a meeting of theQ-erman Gynecological Society 
in 1897, presented a very instructive report on 8 cases of hyda- 
tidiform mole which he obtained from Schauta^s collection. A 
review of the clinical histories showed that 5 of these patients 
remained well, but 3 developed syncytial tumors. On exami- 
nation of the five moles where the patient remained well, the 
usual hist(^logical appearance of hydatidiform moles was found, 
but in the 3 cases where the malignant growth followed the 
results were much different: not only was there proliferation 
of the syncytium covering the villi, but it had penetrated the 
stroma of the villi in all directions, giving a picture identical 
with syncytial tumors. The report of even this small number 
of cases appears so suggestive that it will be imperative for us 
to examine histologically every mole expelled, to see if there be 
any evidence of a syncytial tumor. If there be a suspicion 
that such a growth is present the uterus can be curetted and 
scrapings examined; and should the examination prove positive 
an immediate removal of the uterus is indicated. 

A word may be said as to the method of removal of the uterus 
in these cases. Where a pregnancy does not exist we know 
that the vagina is frequently rather small and it is difl5cult to 
remove the uterus by this route, but during or shortly after 
pregnancy the uterus can be delivered with great ease per 
vaginam. Occasionally, where for c ircinoma a vaginal hyster- 
ectomy is performed, lateral slits are made in the vaginal wall 
to insure the necessarj'' space; but, as we know, there is great 
danger of particles of the growth becoming implanted in these 
incisions and going on to further development. When such a 
danger exists where carcinoma of the cervix or body is present, 
how much greater care must we exercise when handling such 
a rapidly growing tumor! 

Dr. H. L. Williams. — My experience has been limited to a 
microscopic study of four cases. I think that probably in many 
of the cases of chorio- epithelioma the recognition will occur too 
late to be of practical value in saving the patient's life. The 
mortality so far has been very high indeed. The meta-stases 
may occur at a very early period. In the case which Dr. Wil- 
Kams, of Baltimore, reported, metastasis was the first symptom, 
; I small growth the size of a walnut appearing in the vulva, 
ulcerated, and the patient later died from metastasis to various 
• »rgans of bodv. Among clinical symptoms the most prominent 
is recurrent bleeding of a gushing character. This seems to be 
one of the earliest and most constant symptoms, the gushing 



Digitized by 



Google 



108 TRANSACTIONS OF THE SECTION ON GYNECOLOGY, 

character being due to the breaking-down of the vessels by the 
malignant growth. In the most recent case reported by Dr. 
Gtebhard this symptom was particularly characteristic. In the 
early months of the patient^s illness recurrent hemorrhages 
took place. These were treated as ordinary hemorrhage of 
the uterus and the hemorrhages ceased for a number of months. 
Five months after that time recurrent hemorrhage began again 
with constantly increasing severity, and the case was sent to 
the hospital, curettement performed, and tissue examined, but 
a positive diagnosis could not be made. Large quantities of 
fibrin and blood clots were removed of a peculiar reddish color, 
but no epithelial elements were present to establish the diagno- 
sis. The growth rapidly returned, then metastasis occurred, 
and the woman began to have nervous symptoms, paralysis of 
one side of body, optic symptoms, and finally died. The post- 
mortem showed that metastasis had taken place in the brain 
and other organs of the body. The interesting point here was 
that in the primary uterine growth the characteristic micro- 
scopic appearance was not found. 

In these cases the prominent clinical symptoms are that the 
external os is more frequently open; the cavity of uterus filled 
by a soft, placenta-like tumor, which is readily removed bjr the 
finger and returns shortly after removal; and that intermittent 
hemorrhages of a gushing character are almost invariably pre- 
sent. I think all cases in which hemorrhage takes place, not 
only after labor but also during the latter months of gestation, 
should be investigated. As the growth may already be present 
in the placenta before term, examination by microscope will 
positively reveal its malignant character. It is not at all im- 
probable that many of these cases have occurred in America. 
We have now more than 50 cases since Chiari made the first 
report of malignant growths occurring after labor, and there is 
no reason to suppose that the disease has not been in existence 
for centuries. I do not believe the gynecologist will see as 
many of these cases as the obstetrician; and since the opportu- 
nity for investigating and examining all cases of doubtful 
character is so much superior in the clinics of Europe, it is only 
natural that many such cases should have been recorded there 
while only two have been reported in this country. I think 
that during the next ten years, and in fact from this time on, 
such cases will be more frequently found in America. It 
would perhaps be interesting in this connection to mention a 
case I had the opportunity of seeing in the clinic of Prof. 
Landau, in which a benign metastasis of hydatidiform mole 
occurred in the vagina. The hydatidiform mole was removed 
and some time after the metastatic growth made its appearance 
just inside the vulva. This secondary growth remained local- 
ized for a time and was then removed. Four years later the 
woman was in perfect health. I have sections of the specimen. 

Dr. B. C. Hirst. — I have had two cases which I think were 
syncytial cancers. One, I know, was malignant. Its history 
illustrates the careless methods of examination too prevalent in 
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this country. I examined the woman in the Philadelphia Hos- 
pital and found the symptoms of puerperal sepsis. She had 
been delivered within two weeks. My attention was called to 
her a short time before the clinic hour, and I ordered her 
brought before the clinic to demonstrate the technique of 
curettement for puerperal sepsis. Prior to inserting my curette 
I made a digital exploration. I was horrified to find my 
finger penetrating a soft mass to such a depth that I feared I 
had perforated the uterine wall. I withdrew my finger, in- 
serted the curette, and cautiously scraped out material which 
I felt sure belonged to some malignant growth. I sent speci- 
mens to Prof. &uiteras for microscopical examination. He 
returned a report that the growth was a sarcoma. I urged on 
the woman the necessity for a hysterectomy, and assured her 

gositively that she would die if she declined the operation, 
he positively refused and remained deaf to all arguments, 
belonging to that difl5cult class to deal with, the ignorant 
paupers in the Philadelphia Hospital. Meanwhile the woman 
apparently improved greatly. She discharged from the uterus 
large quantities of foul detritus and then appeared to get well, 
by crisis, of her septic symptoms. Her temperature sank to 
normal, her color returned, she regained her strength and 
appeared to be in perfect health. She left the hospital in high 
spirits and cast a fling behind her, as she went, at my inordinate 
zeal for operation. Within three months she was back in the 
ward again, and within a week of her return she died. The 
postmortem examination, made, I dare say, carelessly enough, 
simply showed, according to the report, that the woman had 
died of " cancer of the womb.^^ The specimen was thrown 
away and the patient was buried. I happened to be out of 
town at the time and was not notified of the woman^s return to 
the hospital nor of her death. I believe that this was one of 
the very few cases reported in America of syncytial cancer. 

• I have had one other case which I believe was of the same 
kind. An Italian woman was delivered in • the University 
Maternity and after delivery developed septic symptoms. I 
made an intrauterine exploration and found a large, soft, papil- 
lomatous sort of growth at the placental site, with deep clefts 
running through it. The finger tip sank so deeply in these 
clefts that I hesitated to press more firmly for fear of going 
into the peritoneal cavity. There was besides in this woman a 
high temperature, a stinking discharge, and every sign of pro- 
found septic intoxication. She, too, recovered from her septic 
symptoms by crisis. I had arranged to remove a portion of 
the growth for microscopic study, but before the appointed time 
the woman's husband insisted upon removing his wife from the 
hospital, calling for her one day in a carriage and taking her 
away with him. I have been unable to trace her since. 

Finally, I have had a third, a case of some interest in this con- 
nection. It was a prolonged retention of a few hydatidiform 
vesicles in the uterus, giving rise to profuse and alarming uter- 
ine hemorrhage. After a curettement and the removal of the 
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vesicles, the presence of which I had not suspected, the woman 
showed no further tendency to bleed and left the hospital well. 
Her subsequent history, however, might possibly have shown 
that she too had a syncytial cancer, which is not an uncommon 
consequence of a retained hydatidiform mole. 

I wish to ask particularly whether such early symptoms as 
occurred in my first two cases are conmion in syncytial cancers. 
In both these women the symptoms developed in the early 
puerperium, certainly within ten days or two weeks of delivery. 
In both cases the growth must have made considerable progress 
during pregnancy. The contraction of the womb following 
childbirth cut off the blood supply to the tumor, which then 
putrefied. Serious septic intoxication followed as a matter of 
course. I do not remember having seen this sequence of symp- 
toms described anywhere, and I should like very much to be 
instructed upon it. 

Dr. E. p. Davis. — I feel we are all so much in the position 
of learners and not discussers that we have not much to say. 
What we have heard to-night reminds us of ectopic gestation 
and that the fetus is a parasite, to be removed as such. In syn- 
cytial growth we have parasitism in its most malignant form. 
This brings up the question, what measures shall be taken by 
the obstetrician in making the womb absolutely clean and 
empty? I believe we must revise our obstetrical teaching. It 
has been supposed that if the placenta came away apparently 
entirely, we could overlook the persistence of bloody lochia; 
if the '* red lochia^* returned the woman must simply lie down 
and be more quiet. But in view of what this subject teaches us 
it seems, first, that the obstetrician must manually in all sus- 
pected cases explore the womb immediately after labor; and, 
second, in the puerperal state, if hemorrhage occurs, the womb 
should be promptly curetted. 

I have at present a case which I shall watch with interest 
and apprehension. It is the wife of a physician, who in the 
month of October had an abortion; she expelled a decidual 
cast. Only two weeks ago she expelled again what was appa- 
rently a decidual cast. This was curetted away by my assist- 
ant in my absence, and microscopic examination revealed a 
degenerated hydatid mole. This patient will require observa- 
tion and undoubtedly a second curetting in a short time. 

I would like to ask what, if any, lesions in the new-bom 
child may result from such a growth as this or such a ten- 
dency. I am reminded forcibly of the desirability of knowledge 
upon this point from the recent case of a woman in her third 
confinement, who had brittle membranes which separated at 
the time of labor. The placenta itself, while not examined 
microscopically, was an ill-nourished placenta. The woman 
has hemoglobinemia. In that case, within a few hours of 
birth, the child had swelling of the conjunctivae, and an oph- 
thalmologist diagnosed non-septic inflammation of the conjunc- 
tiva. Evidence of syphilis was absent. In the decidua and in 
the chorion, and in the child itself, there is evidence of a patho- 
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logical change which I cannot find described accurately in 
literature, and which was certainly entirely new to the ophthal- 
mologist in consultation with me. 

Db. Cullbn. — The tumor may be detected within four weeks 
after delivery, but in some cases several months elapse before 
the exact nature of the growth has been detected. If such a 
condition be suspected, examination of scrapings from the uter- 
ine cavity will give a positive diagnosis. The picture differs 
absolutely from ordinary sarcoma and carcinoma, as in the 
latter tumors syncytial elements are never found. 

Db. Gaylord.— The case which Dr. Cullen speaks of I 
have seen, and it is certainly a very interestiDg case, and 
Schmorl was for a long time quite puzzled about it. The case 
was dug out of Leopold's collection. It has been in Leopold's 
<5ollection some ten or fifteen years. 
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stated Meeting, May 19, 1898. 
R C. NoRRis, M.D., in the Chair. 

Dr. John B. Shober read a paper entitled 

THE USE OF MAMMARY GLAND IN THE TREATMENT OF 
UTERINE FIBROIDS, AND OF PAROTID GLAND FOR 
OVARIAN DISEASE. 

My atteation was forcibly called to the value of certain 
gland preparations in the treatment of diseases of the female 
pelvic organs by a paper which was presented by Dr. Robert 
Bell, of Glasgow, at the meeting of the British Gynecological 
Society, May 14, 1896. This paper was entitled **The Treat- 
ment of Carcinoma of the Uterus, Certain Forms of Ovarian 
Disease, and Fibroids of the Uterus by Means of Thyroid ^ 
Parotid, and Mammary Gland Therapeutics/' * 

The results reported in this communication were so remark- 
able that, were it not for the high standing of the writer in 
the profession and his well-known conservatism, one would bo 
inclined to discredit the statements made and suspect that 
they were based upon inaccurate diagnoses and careless clini- 
cal observations. The subject of the paper was entirely new 
to the profession, and while it was received seriously, it never- 
theless provoked only limited discussion. 

I feel that the subject cannot be better introduced than by 
quoting largely from Dr. BelFs paper. He says that when 
local disease commences in an individual, the organ which it 
takes possession of must have departed from a healthy stan- 
dard prior to this, and that the weakened condition of the 
organ affected may have been influenced by a morbid or func- 
tionally altered state of an organ in close physiological rela- 
tionship. The healthy action of the mucous membrane, the 
skin, and the adjacent connective tissue appears to be depen- 
dent upon a peculiar action of the thyroid gland, as shown by 
the recent studies in myxedema and in psoriasis. Therefore 
why may not epithelioma of the cervix uteri, which arises in 
the epithelial layer of the mucous membrane, he due to the 
absence of some obscure catalytic influence of this gland ? It 
has also been observed that disease of the thyroid gland is. 
»The Lancet, vol. 1., 1896, p. 1496. 
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often accompanied by an excessive metrorrhagia, showing that 
the function of this gland exerts some potent influence upon 
the lining membrane of the uterine canal. Epithelioma does 
not attack a previously normal cervix uteri, but if there is 
present any lesion, as laceration, hypertrophy due to long- 
standing endometritis or endocervicitis, then this unhealthy 
state acts as a predisposing cause to the development, not only 
of epithelioma, but to aflfections of a less virulent type. 

In the discussion which followed, Dr. Leith Napier referred 
to a paper by Dr. Jouin> who, while treating for obesity a 
patient who had a fibroid of the uterus, by means of thyroid 
extract, discovered at the end of twelve months that the fibroid 
had shrunk from two inches above the umbilicus to one inch 
above the pubes. This led him to try it in other cases. The 
second, a soft fibroma, was benefited; the third, a hard fibroid, 
was not. The recent views of soft fibroids, regarding them as 
associated with morbid glandular action, make it quite probable 
that thyroid extract may exert an influence upon them. 

In closing the discussion, Dr. Bell said that he used mam- 
mary gland extract for fibroids because the mammse and the 
uterus are in close physiological sympathy, whilst the physio- 
logical relation between the parotid gland and the ovaries, as 
shown by the frequent metastasis (mumps) between the two, led 
him to give parotid extract in ovarian disease. 

In his paper he reports three cases of epithelioma of the cer- 
vix treated with thyroid gland. The first was 48 years old. 
After curettement and cauterization with nitric acid she took 
thyroid elixir, one drachm three times a day, and had local 
tre^itment with ichthyol tampons twice a week for three months. 
The discharge ceased and the general health improved. At the 
end of eight months there w;ere no symptoms of local disease. 
The second case was 65 years old. Under the same treatment 
she was cured at the end of five months. A third case had 
been under treatment only two months. All symptoms of ma- 
lignancy disappeared and the general health of the patient 
was rapidly improving. There remained a slight trace of ero- 
sion in the posterior lip. She was still under treatment. 

Two cases of fibroid tumor of the uterus were treated with 
elixir of mammary gland with most astonishing results. In 
one case, at the end of six weeks the tumor, which before had 
been quite globular in shape and would compare to a pregnancy 
of about seven months, was very much reduced in size and had 
become quite irregular in outline. Two weeks later there was 
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further evidence of reduction in the size of the tumor, and at 
the end of four months the tumor was not more than one-fourth 
its original size and had ceased to give any trouble. She was 
still taking the mammary platinoids twice a day. The other 
case was a small fibroid of the anterior wall. She took ten 
grains of mammary platinoids daily. At the end of eight 
weeks the hemorrhage had ceased, the anemic condition had 
disappeared, and the general health was restored. Two cases 
of menorrhagia and dysmenorrhea are reported cured by ther 
use of mammary gland elixir. 

A number of cases of ovarian disease are reported as having- 
been remarkably benefited by treatment with parotid gland 
eUxir in conjunction with the use of ichthyol tampons. One 
case had a left ovary the size of a mandarin orange; at the end 
of four months there was no sign of the disease whatever. 
Another case was one of enlarged right ovary, with metror- 
rhagia which continued for about three weeks. At the end of 
four months^ treatment the ovary had attained its normal 
condition and the menorrhagia and metrorrhagia had ceased* 
Another case of enlarged right ovary and tube excessively 
painful had been under his care for seven years. He had cu- 
retted her twice and had treated her with ichthyol tampons 
twice a week for two years. After taking parotid platinoids 
three times a day for six weeks, the ovary was smaller and 
decidedly less tender and the general health was markedly 
improved. He quotes two cases of ovarian diseases treated by 
Dr. McGregor with parotid platinoids with equally astonishing 
results. 

Dr. Bell concludes his paper in the following words: " When 
we come to consider the close physiological relationship of one 
structure with another, and the peculiar effects of marriage on 
the one hand and virginity on the other, the latter rendering 
certain organs much more prone to disease than would have 
been the case had these been brought into functional activity, 
we are naturally led to conclude that something may be done 
to combat the tendency to pathological changes which would 
appear to take place in these circumstances, so that an immense 
field for observation seems to be opening out and will surely 
repay any amount of time expended upon elucidating these 
recondite physiological and pathological problems." 

I am indebted to the firms of Armour & Company and the 
Phospho- Albumen Company, of Chicago, for liberal supplies of 
their various glandular preparations, with which I have been 
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enabled to carry on the series of experiments about to be 
related. The Armour Company's preparations are desiccations 
of the several glands, in powder and tablet form. The Phos- 
pho- Albumen Company's products are powdered extracts of 
the glands, in which the fibrous connective tissue and other 
inert matters have been eliminated in the process of prepara- 
tion; and it is claimed for these products that they are there- 
fore less liable to decomposition, and, since tliey are supposed 
to contain only the essential principles of the parenchyma, they 
should be equally efficacious. At present I am unable to speak 
with any certainty as to the relative merits of these prepara- 
tions. I can only say that I have had equally gratifying 
results with each. 

FOUR CASES OF FIBROIDS OF THE UTERUS TREATED WITH 
MAMMARY GLANDS. 

Case I. — M. W., white, age 32, Ilpara, consulted me first 
on November 7, 1897. Menstruation began at the age of 14 
and was always regular and normal until after the birth of her 
last child, three years ago, when it began to be more profuse 
than usual and was attended with some pain. Two years ago 
she noticed that she had a growth in the abdomen, and during 
the past year this grovrth had increased very rapidly in size. 
For a year past she suffered much with metrorrhagia and 
menorrhagia, backache, headache, and constipation. She had 
become a morphia habituee, taking as much as two or three 
grains a day for the past year or more. She was well nourished 
but very anemic and extremely nervous. 

The tumor was a large, globular fibroid of the uterus, rising 
to the level of the umbilicus, with a lobule rising higher on the 
left side. The tumor extended laterally into both flanks. The 
abdominal walls were stretched tightly over the tumor, and its 
general size and appearance resembled a pregnancy at term. 
It was an extremely hard growth, and so firmly fixed in the 
palvis that it was qaite immovable. The following measure- 
ments were taken: girth, 37 inches; from symphysis pubis to 
upper edge of tumor, 7i inches; lateral measurement, 10^ 
inches. Upon vaginal examination the cervix was found to be 
hard and low down. A mass filled up the right broad liga- 
ment and protruded into the right fornix. 

Her next menstrual period began on December 7 and lasted 
until the 18th. As usual it was profuse, contained clots, and 
was accompanied by pain. In the midst of this period — namely, 
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on December 14—1 began the use of mammary gland, employ- 
ing the powdered extract of the Phospho- Albumen Company. 
Two and a half grains in gelatin capsules were ordered, to be 
taken three times a day after meals. 

Her next menstrual period began on January 2 and lasted 
only three days. It was free but not profuse; there were no 
clots and only slight pain. Her general health was much 
improved. She declared that the medicine aided her materially 
in her efforts to stop taking morphia; that she seemed to 
require less morphia while under the influence of the mammary 
gland. The tumor seemed to have risen out of the pelvis and 
to have contracted laterally; it was more movable and its 
surface felt irregular. The anterior superior spines of the ilium, 
which before were masked by the tumor, could be easily 
located. The growth was decidedly smaller, as shown by the 
following measurements: girth, 37 inches, the same as last 
measurement; from symphysis pubis to upper edge of tumor, 
6i inches, being i inch smaller; lateral measurement, 9 inches, 
being 1^ inches smaller. The cervix lay behind the symphysis 
pubis, much higher in the pelvis than at previous examination. 

Her next menstruation was delayed eleven days, occurring on 
February 10, and it lasted three days. It was less free than at 
any time during the past two years and was normal in other 
respects. Her general health was steadily improving. She 
was taking much less morphia. The tumor had diminished 
markedly in size, the upper edge being one inch below the um- 
bilicus; and the surface of the growth was irregular, giving 
some definition to several lobules. Depressions could be felt 
over the surface. The mass was not so firmly fixed, but had a 
limited range of lateral motion. 

My supply of mammary gland from the Phospho- Albumen 
Company now being exhausted, I commenced the use of Armour 
& Company's desiccated mammary-gland tablets. Each tablet 
represents two grains of the desiccated powder, and each grain 
of this powder is equivalent to six grains of the raw gland of 
the sheep. I commenced with one tablet (twelve grains of the 
raw gland) three times a day, and gradually increased the dose 
to six tablets (seventy-two grains) a day. On the second day 
after taking the six-tablet dose she sent for me to come to see 
her, and I found her in bed suflFering with intense pain and se- 
vere cramps in the abdomen. There was no tympany and the 
pain was not intestinal. The pain was located in the tumor, 
which was very hard, and pressure upon it increased the 
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pain. She was nervous and trembling; the skin was moist; the 
pulse 96, firm and regular; the temperature was normal. This 
occurred on March 12. I stopped the treatment for five days. 
The pain ceased at the end of thirty hours. On the 17th she 
began taking one tablet three times a day. On March 25 her 
menses appeared, being two weeks overdue, and lasted only 
.three days. They were normal in every respect. On April 4 the 
following note was made: **The tumor is freely movable in 
the abdominal cavity and is quite irregular in outline. The 
abdominal walls are no longer tense from intra-abdominal 
pressure, but are soft and yielding and can be lifted away 
from the tumor. The upper edge is one inch below the um- 
bilicus and there is marked lateral contraction. The tumor has 
been reduced at least one-third of its original size. The gen- 
eral health of the patient has steadily improved, her metror- 
rhagia and menorrhagia have ceased, and she is rapidly over- 
coming the morphia habit. ^^ She menstruated again April 20. 
It lasted three days and was normal in character and quan- 
tity. 

Case II. — L. Q., colored, single, 32 years old, has been con- 
scious of a growth in the abdomen for four years. She 
attributes this to having been kicked in the stomach five years 
ago. For the past two years she has suffered with profuse and 
painful menstruation and a free leucorrhea. During the last 
year she has had a great deal of metrorrhagia, fiowing every 
two weeks, and the fiow lasting always six or seiven days. 
She is very anemic and debilitated, and says she is losing 
strength rapidly. 

Upon examination a large, irregular, multinodular fibroid 
of the uterus was found occupying the pelvis and extending 
on the right side two inches above the umbilicus. One nodule 
about the size of a lemon was found half-way between the 
pubes and umbilicus, freely movable over the main growth. 
The bulk of the tumor was on the right side, filling up the 
right iliac fossa and extending on this side two inches above 
the umbilicus. In its central portion the upper edge was on a 
level with the umbilicus. 

The patient was placed upon mammary-gland treatment on 
January 13, 1898, taking at first two and a half grains of the 
Phospho- Albumen Company^s powdered extract three times 
daily. When the supply was exhausted she was placed upon 
the tablets of Armour & Company, and the dose was gradually 
increased from three to six daily. It was noted that while 
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taking six tablets she suffered with cramps in the tumor. The 
dose was then reduced to four tablets daily. The following is 
a record of her menstrual periods: January 15 to 22, seven 
days, profuse, painful, clots; February 9 to 15, six days, pro- 
fuse and painful, no clots, three days early; March 8 to 14, six 
days, free, no clots, pain only during the first and second days, 
one day early; April 7 to 12, five days, free, no clots, some- 
lumbo-sacral pain and bearing down, two days late. 

The periods are becoming regular. She is losing less blood. 
Metrorrhagia has ceased. Her general health is improving. 
She is gaining weight and strength and says she feels well 
able to do her work. The tumor has not decreased very 
markedly in size, but there is no doubt that it is smaller. It 
has become more irregular in outline and the lobules are be- 
coming more distinct. She is still under treatment, and the- 
ultimate result will be reported. 

Case III. — M. D., colored, age 33, primipara. Complained 
of backache, bearing down, ardor urinae, constipation, abdomi- 
nal cramps, bloating, and headache. Upon examination were 
found lacerations of perineum and cervix, also a multinodular 
fibroid uterus. Two small nodules were on the left lateral wall 
near the fundus, and from the posterior aspect of the fundus- 
arose an oblong, pedunculated fibroid about four inches long and 
two or three inches broad. It could be felt rising two inches- 
above the pubes. It was freely movable from side to side, and 
when at rest inclined toward the right iliac fossa. She was- 
wearing a truss for its support, having mistaken it for a rup- 
ture. She began the mammary-gland treatment November 26, 
1897, taking the powdered extract of the Phospho- Albumen 
Company at first, and later the tablet of Armour & Company. 

Her menstrual periods, which during the past two years- 
have been somewhat irregular, lasting about three days, and 
always accompanied by pain, have become regular, without 
pain, and of normal quantity. Her general health has greatly 
improved, and there has occurred a remarkable change in the 
tumor. The two nodules on the left lateral wall have entirely 
disappeared. The pedunculated nodule on the posterior aspect- 
of the fundus is now less than one-half its original size. She 
is still under treatment, taking six tablets daily, and the final 
result will be reported. 

Case IV. — R. Y., colored, 34 years of age, is the mother of 
one child who is 21 years old. She has had two miscarriages,, 
the last one being ten years ago. She has had leucorrhea for 
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many years. Her menses are irregular, lasting three days. 
The flow is profuse, with clots, and accompanied by severe 
pain at times. She often has a showing between her regular 
periods, lasting a day or two. There is a large, irregular, mul- 
tinodular fibroid of the uterus extending to within one inch 
and a half of the umbilicus. It is pear-shaped and freely 
movable laterally. 

She began treatment April 2, taking one tablet three times a 
day after eating. Her last menstrual period was March 20 to 
23, being very profuse the first and second days. On the 9th 
she was ordered four tablets daily. She menstruated April 20 
to 23; there was less pain and the flow was not so free as 
usual. 

On May 7 she said she felt greatly improved in health. Her 
clothes, which would not meet before treatment, are loose now. 
The tumor is perceptibly smaller; the upper edge of it lies 
two inches below the umbilicus. 

FOUR CASES OF OVARIAN DISEASE TREATED WITH PAROTID 

GLAND. 

Case V. — A. J., colored, age 20. Mother of one child born 
six months before she applied for treatment. She had slight 
laceration of the cervix, a free muco-purulent uterine dis- 
charge. The uterus was slightly enlarged and the fundus was 
inclined to the right side. A tender mass was felt on the right 
side, consisting of a thickened tube and a prolapsed, enlarged 
ovary. Slight fulness and tenderness existed on the left side. 
She suffered with backache, right and left ovarian pain, and 
dysmenorrhea. The uterus was curetted January 11, 1898,. 
with the result that the leucorrhea was checked. The condi- 
tion of the ovaries, however, remained unchanged and the ova- 
rian pain continued. In March, after a painful menstrual period 
lasting from the 3d to the .7th, the leucorrhea returned and 
examination revealed a very tender, enlarged, prolapsed right 
ovary and a thickened tube, also fulness and tenderness on 
the left side. 

March 15 she was placed upon powdered extract of parotid 
gland (Phospho- Albumen Company), two and one- half grains 
in capsule three times a day. She suffered very little pain 
during the month, and on April 1 menstruation came on with- 
out pain and lasted three days. Her next period was from 
May 1 to 4. It was normal in every respect. Tenderness on 
pressure in vaginal fornices has disappeared. The right ovary 
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is slightly prolapsed, enlarged, but no longer tender. Left 
ovary normal. She is still taking parotid gland. 

Case VI. — A. D., colored, age 19; married two years; ster- 
ile. Menses irregular, usually four or five days delayed. 
Severe left ovarian pain for two days before the flow. The 
uterus was found anterior, movable, and slightly tilted to left 
•side. The left ovary was prolapsed, as large as an English 
walnut, and exquisitely tender to the touch. Bight side nor- 
mal. She began powdered extract of parotid gland, two and a 
half grains in capsule three times daily, on December 11, 1897, 
and local treatment with ichthyol and glycerin tampons twice 
a week. On the 21st the left ovary was found to be reduced 
about one-third in size and less tender. The right ovary was 
slightly congested and tender. She menstruated January 8 to 
11 on time. There was slight pain the day before the flow. 
Again on February 5 to 8 without previous pain. On Feb- 
ruary 9 examination showed both ovaries of normal size and 
not tender to touch. The March period was delayed four days, 
but it came on without pain and was normal. Gland treatment 
was stopped. The April period appeared on time and was 
normal. Her general health has improved in every way. 

Case VII. — L. C, colored, 25 years of age; had been married 
three years and was sterile. She applied for treatment March 
ITy 1898. She stated that she menstruated irregularly; that 
usually it was very scanty, lasting about two days, always 
preceded by severe, sharp pain the day before, which pain 
lessened usually during the flow. Her last period began on 
March 9 and ended on the 16th; it was profuse, with clots, 
and very painful. She had been annoyed by a profuse leucor- 
rhea for many years. The fundus of the uterus was tilted to 
the left side. There was fulness and tenderness in the left 
fornix. The right ovary was enlarged, prolapsed, and very 
tender. Treatment: extract of parotid gland, two and a half 
grains in capsule three times a day, and local treatment with 
ichthyol and glycerin tampons twice a week. Her next period 
•came on one week early and lasted three days. She suffered 
only slight pain and had much improved in general health. 
The leucorrhea had diminished. The fundus was still slightly 
tilted to the left side; it was more freely movable. There was 
no tenderness on the left side, and the right ovary was smaller 
and not so painful. The treatment was continued. 

Case VIII. — Mrs. T. B., 26 years of age; had been married 
six years and was sterile. A few months after her marriage 
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she had an attack of acute pelvic inflammation^ which she attrib- 
utes to having caught cold during a menstrual period. This- 
kept her in bed several weeks. She entirely recovered from 
this attack. Menstruation is always on time^ lasting from two- 
to four days. It is very scanty and unaccompanied by pain. 
There is no leucorrhea. She applied for treatment for inter- 
mittent pain in the left ovarian region, which seems to have^ 
no connection with the menstrual epochs. The uterus was 
found of normal size, not freely movable, and slightly poste- 
rior. The left tube was thickened and the ovary slightly en- 
larged and decidedly tender on pressure. She took parotid- 
gland extract for two months, during which time the pain 
ceased, and upon examination I was amazed to find the tube 
and ovary quite normal. 

The results obtained with parotid gland in ovarian disease, 
while striking, are not convincing. Equally gratifying results 
are often obtained by local treatment alone and by other well- 
recognized methods. I am convinced, however, that the use of 
the gland materially aided and hastened the ultimate results. 

The influence of mammary-gland products in the treatment- 
of fibroid tumors of the uterus, as shown in the cases above 
reported, is altogether unusual. These women are all under 
the age of 35, and therefore the menopause cannot be said ta 
have had any influence upon the results which have been at- 
tained. Without the aid of any other form of treatment the 
tumors are all steadily decreasing in size. Without exceptioz^ 
the general health of the women is improving. 

Under the influence of the preparation menorrhagia and 
metrorrhagia cease; the menstrual periods come on at regular 
intervals; the bearing- down sensations, the backache and head- 
ache and general debility, previously complained of, become 
memories of a painful past. Even if under a prolonged course of 
treatment the tumors are not dissipated, we can at least claim 
that the necessity for operative interference has been delayed. 
It would be folly at the present time to attempt to offer an ex- 
planation of the physiological action of mammary gland. That 
it has a powerful influence upon the uterine muscle, connective 
tissue, or glandular elements seems evident. The fact that 
large doses of the gland caused cramp-like, contracting pains in 
the tumor in Cases 1 and 2 would seem to bear out the abov©^ 
statement. 

Many thoughts suggest themselves in connection with the 
subject. I should like to try the effect of mammary gland for 
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the purpose of aiding involution of the uterus after labor. 
Again, what would.be the effect upon the development of the 
uterus of removing the mammary glands in young mammals ? 
The relative influence of the gland upon subserous, intersti- 
tial, and submucous fibroids should be carefully studied. 

As this paper is merely a preliminary report, I will not at- 
tempt to discuss these questions at present, but I hope to do so 
in the near future. 

Dr. John C. Da Costa. — I congratulate Dr. Shober on the 
improvement he has had in his cases with the treatment of 
fibroid by mammary-gland extract. I have had no experience 
myself, and can, therefore, say nothing positively about it. 
Some of the symptoms he spoke of— pain and diminution in 
tumor — we get from other articles, notably from ergot. After 
exhibition of a good sample of ergot we often have a diminu- 
tion in size of the tumor, and pain in the tumor often resem- 
bling labor pain; but that diminution does not remain, as he 
states it does after the exhibition of the mammary gland extract. 
These fibroids enlarge and diminish, from what cause we do not 
know — ^possibly from relaxation of fibres in one case and con- 
traction in the other. I have used thyroid extract. Dr. Slo- 
<5um suggested using it in fibroid tumor of the uterus. I have 
three cases of large fibroids of uterus under treatment, reaching 
nearly to the umbilicus in each case, none of them smaller than 
s. good-sized head — cases which positively refused operation; 
they are all of them cases in which hysterectomy ought to be 
done. As all positively refused operation, the next thing was 
to try some other means to relieve them. I began on thyroid 
extract. I noticed an improvement in all of these cases; in the 
first place, in the mobility of the tumors. Two of them were 
wedged down in the pelvis, pressing on the rectum and blad- 
der, interfering with defecation and micturition, and seemed 
firmly attached through the abdomen. After treatment with 
the thyroid extract these tumors became perceptibly much 
more movable. This may be only a coincidence and may not 
be due to the administration of the gland. Two of the cases 
are in the full tide of menstrual life; the third has just passed 
the menopause. Of the two in full tide of menstrual life, in 
one the menstruation was slightly irregular, lasting but two 
or three days, and with excessive pain and excessive faintness 
during the period. Menstruation now lasts five or six days, is 
full and free, and she has no pain. The other one was exces- 
sive in flow, so that I expected malignant disease. She has 
come to normal menstruation of five or six days. In all my 
observation there has been a marked temporary diminution in 
size and increase of mobility. There is one symptom I have 
noticed in the administration of thyroid extract: each case has 
thinned down, one slightly, one of them lost flesh very fast, 
and the other in a medium degree. In two of the cases it was 
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also attended by excessive dizziness and with a tendency to 
falling. That is when I gave the thyroid extract alone, the 
dose being three grains of extract. I then mixed one-quarter of 
a grain of nux vomica with it, and the tendency to faint and 
fall disappeared. 

Dr. Shober. — I reported these results for what they are 
worth, without attempting to theorize upon them. I agree 
with Dr. Da Costa in thinking that the mammary gland seems 
to act very much as ergot does in causing contraction of the 
uterine muscle. I think we will find that it will be useful in 
certain forms of disease associated with monorrhagia and 
metrorrhagia, and will be used very much as ergot is used for 
these conditions. A report upon the influence of the thyroid 
gland in fibroids of the uterus is to be made next week in Bos- 
ton at the meeting of the American Gynecological Society. 
I have not attempted to use thyroid gland in fibroid of uterus, 
for the simple reason that I saw sufficient indication for the 
use of mammary gland, and I have not had enough cases to 
use both. I think that the thyroid gland is a dangerous drug 
to use in the usually prescribed doses. I have noticed great 
depression of spirits, palpitation of the heart, and a certain 
influence upon the circulatory system, which is alarming at 
times. I have used thyroid gland with some success in cases 
of young married women who were sterile, who suffered with 
profuse dysmenorrhea; but I am always careful to employ it in 
very small doses. The subject is a very interesting one and 
requires a great deal of experimentation. In regard to the use 
of parotid gland in ovarian disease, I can only say that I have 
been favorably impressed with the results obtained. I realize 
the fact that no conclusion can be drawn from such a limited 
number of cases. 

Dr. Judson Daland read a paper upon 

PULMONARY EMBOLISM FOLLOWING HYSTERECTOMY. 

Dr. C. p. Noble. — Fortunately none of us has a large 
experience with embolism after operations, as otherwise our 
statistics would be badly affected. I have had some experience. 
One of sudden ending was a case in which I did nephrorrhaphy. 
She had Bright's disease and was known to have it when oper- 
ation was done, but nevertheless it was thought wise to oper- 
ate. The patient, after being reasonably well for several days,- 
the only symptom not being entirely favorable, consisting in a 
somewhat irregular pulse, suddenly sat up in bed, gasped for 
breath, and was dead. In that case I thought the cause of 
death was embolism. There was no autopsy, and the diagnosis 
was open to question. It may have been a case of heart fail- 
ure. I recall another case in which it is possible the trouble 
was a phlebitis wandering about the body instead of emboli. In 
this case I thought an embolus blocked up a branch of the pul- 
monary artery. In another case I did hysterorrhaphy. She 
had a septic, irregular temperature. First one part of the 
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body and then the other would become involved, including the 
left leg and some of the intra-abdominal vessels in the right 
half of the abdomen. The patient recovered. I think there i& 
one class of cases in which we have small septic emboli in the 
lungs, and these are the cases said to die of pneumonia after 
operation. The lungs become infected through small emboli 
and the case goes on to fatal termination. I have had three 
or four such cases in my entire work. The last case was a 
patient who had the cervix curetted for cancer some three or 
four weeks ago. The apparent pneumonia was a septic pneu- 
monia due to infection. I think there are three classes of cases, 
which we meet with: cases of undoubted embolism, those 
which are somewhat allied to phlebitis attacking different 
parts of the body, and, last, the septic cases which develop so- 
called pneumonia. It is universally recognized that feeble pa- 
tients are most apt to develop emboli. The cause of the anemia 
usually cannot be reached without the operation, therefore it 
is difficult to cure the anemia before operating. These cases 
are most often cases of fibroid tumor where the hemorrhage is 
excessive and where it is difficult or impracticable to arrest 
the bleeding until the cause is removed. At times we can 
arrest it by palliative measures and postpone operation until 
patient is improved. Frequently, in extrauterine pregnancy or 
cancer cases where anemia is marked, it is impossible to post- 
pone operation, as that is the only means of cure. 

Dr. H. D. Be ye a. — I am particularly interested in this sub- 
ject of pulmonary embolism in relation to gynecological abdom- 
mal operations. During the last four years I have seen three 
such cases. One followed a hysterectomy for a good-sized 
fibroid tumor, another hysterectomy for a large pelvic abscess^ 
and the other a ventrosuspension. In the last case there was a 
small fibroid tumor in the fundus uteri. I have looked up the 
literature on the subject to a considerable extent. Most of the 
cases which have occurred have been collected and reported 
by Gessner in a monograph entitled '' Ueber todtliche Lungen- 
embolie bei gynakologischen Erkrankungen,'' Berlin, 1896* 
Among the twenty cases he collected and reported, in eight the 
gynecological disease was a fibroid tumor; the others I think 
were usually long-standing ovarian cysts or long-standing in- 
flammatory disease. He noted that during the time he was 
Sarticularly looking for pulmonary embolism as a cause of 
eath seven or eight cases were found in one. clinic. Gessner 
concluded that many cases had died of this cause before, but 
at the postmortem pulmonary embolism was probably not 
looked for. The cases I have seen were not like the one re- 
ported by Dr. Daland. One woman was 42 years of age. The 
hysterectomy was performed for fibroid tumor. There was no 
heart disease preceding operation. For three or four days 
after operation she did well, then the pulse became rapid, going 
up to 140, increasing in frequency during three or four days to 
170 or 180, then under treatment it slowly came down to 90. 
Then the pulse again suddenly became rapid, she was suddenly 
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taken with heart failure and shock, and the pulse a second time 
reached 170, and then again she began to improve, when, while 
being turned on her side in bed, she suddenly died. The post- 
mortem showed a large embolism of the left pulmonary vein, 
Flaischlen reported a case similar to this one. The embolism 
followed three weeks after a hysterectomy for fibroid tumor. 
She was taken with pain in the lower abdomen, followed by 
pronounced shock, then a rise of temperature, increase in the* 
respiration, and the development of a cough with bloody ex- 
pectoration. She slowly recovered from this attack and re- 
turned to her home. Five weeks after operatioa she suddenly 
fell from a chair, going into a condition of shock. She slowlv 
reacted and, after being in bed for several weeks, became well. 
This patient also had no cardiac lesion. Flaischlen believes that 
embolism results from a dilatation of the veins of the broad 
ligament. The other two cases I saw got well. In the one 
with the large abscess the embolism occurred about sixty hours 
after operation and a few hours after I had removed a gauze 
drain. I was called to see her at 5 o'clock in the morning. 
I found her in a condition of shock and almost pulseless. She 
slowly improved under hypodermatic stimulation, and two days 
later developed a cough and bloody expectoration. I have 
seen, a number of times after hysterectomy for fibroid tumor, 
the pulse suddenly reach 140 or 170 and the patient go on and 
get well. I remember one patient this year who had done well 
up to the fourth day. The nurse had taken the pulse at 11 
o'clock. She found it to be 100. I came into the ward at 11:30 
o'clock and found the pulse 145 and very feeble. The patient 
went on for three or four days improving not a little, the pulse 
reached about 90, and then she suddenly died. This patient 
also had a large goitre. I thought this case was probably an 
instance of undeveloped Basedow's disease, and for this reason 
the heart was weakened. Martin says he has noted such cases 
of heart and circulatory disturbance in patients having a fibroid 
tumor for some time. He has found a marked diminution in 
the hemoglobin in such cases. In the cases I have observed, 
both of pulmonary embolism and rapid heart after operation, 
the pulse before operation had been twenty or more beats more 
rapid than normal. In a paper recently published by Strassman 
and Lehmann regarding the pathology of fibroid tumors, the^ 
found that of 71 cases of fibroid tumors treated at the Charite 
Hospital Clinic of Berlin, 29 (34 per cent) had some form of 
heart disease. The heart disease was usually dilatation of the 
right ventricle, less frequently dilatation of the left ventricle, 
and in a large percentage there were undoubted symptoms of 
angina pectoris. They called attention to the fact that heart 
disease is very often found with fibroid tumors. It is known 
that fatty degeneration and brown atrophy of the heart is not 
infrequently foimd. One observer in the Dresden Society 
stated that all patients having fibroid tumors always had as- 
sociated heart disease. In the case I referred to as dying this 
year, I had the heart studied for degenerations, segmentation. 
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^nd fragmentation, but without result. The patient did not 
die of sepsis. She died on the seventh day after operation, and 
£Lt the postmortem there was not the slightest sign of peritoneal 
irritation. The temperature never went above 100° or 101° F. 
There certainly seems to be some peculiar relation between the 
fibroid tumors, the heart, and the circulatory system. As in 
pregnancy, the heart may be influenced, here the irritation be- 
ing kept up for a much longer time. Anemia is certainly a 
factor and may cause fatty degeneration of the heart and pre- 
dispose to embolism. I think dilatation of the veins of the 
broad ligaments may have something to do with it. I do not 
think we are able at the present time to explain the actual 
cause in any case. The condition of thrombosis of the femoral 
vein after hysterectomy, ventrosuspension, or even curette- 
ment, has never been satisfactorily explained, although it 
occurs rather frequently. Gessner found in a few of his cases 
changes about the blood vessels, a phlebitic change, but I be- 
lieve this cannot be true. Where there is anemia, history or 
presence of heart disease, or the pulse is 90 before operation, in 
particularly fibroid tumors, the patient should be kept in bed 
for at least a week and treated for a week before operation. 

Dr. D aland. — From a diagnostic standpoint it seems to me 
that cases of sudden pain occurring at the fifth, seventh, or 
tenth day, coming in the midst of apparent complete conva- 
lescence, should raise the question of pulmonary embolism. 
Gessner^s paper is an admirable one. He has worked out the 
question satisfactorily. He reported twenty cases of pulmo- 
nary embolism and found myocardial changes in ten. It 
seems there is an unknown relation existing between uterine 
disturbances — as fibroma of the uterus, for example — and the 
circulatory system. The changes are frequently fatty degene- 
ration, and that is in line with the case reported this evening. 
Regarding the occurrence of rapid pulse in pulmonary embo- 
lism, there seems to be a difiference of opinion. A great many 
cases present unusual frequency of pulse rate without corre- 
sponding change in temperature or respiration. This is also 
true after the attack. The pulse rate in the case reported fol- 
lowed rather closely the temperature curve. Sometimes with 
a normal temperature the pulse rate has been 100 or 120. 
Mahler dwells upon the importance of the diagnostic value of 
rapid pulse rate m this condition. It has occurred to me since 
reading the paper that, inasmuch as increased coagulability oc- 
curs in gout, and that this disease is favored by taking large 
quantities of nitrogenous food, this would be an additional 
argument in favor of over-feeding where we have conditions 
in which the blood does not coagulate normally. I must insist 
upon the duty that the gynecologist owes his patients in advis- 
ing preparatory treatment in cases like the one reported to 
night. I think it is essential in cases where there is a weak 
heart and where the blood is impoverished. Such patients in- 
cur an unnecessary risk if operated upon without preparatory 
treatment. I can understand that sometimes it is impossible 
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to relieve the condition of the cardio- vascular and blood condi- 
tion, because of hemorrhage or pain that so frequently causes 
and maintains the state of ill-health.- 

Dr. John C. Da Costa read a paper upon 

TWO CASES OP FIBROMA OF THE BROAD LIGAMENT. 

While tumors of the broad ligament arising primarily in 
one of the pelvic organs are by no means uncommon, it is but 
rarely that reference is made to tumors of the broad ligament 
itself existing without involvement of adjacent organs. Of 
the latter class I have been able to find but five or six which 
resemble the two cases of the kind which I present to-night. 

The first of these tumors is a spherical mass six inches in 
diameter, removed from a patient in 1892. At the time of the 
operation I imagined that it was probably a fibrosarcoma, but 
as the woman is living and in good health six years after the 
removal of the growth I think that there could have been very 
little if any sarcomatous tissue present. 

This other tumor, the second of this kind which I have re- 
moved, is peculiar in that it is a pure fibroma and without 
attachment to either uterus, ovary, tube, or round ligament; 
no fibres could be found running to any of these organs. 
Among the few cases reported which resemble this was one by 
Boussi,* originally diagnosed as a fibroid of the uterus, and 
which was treated by eschars placed over the sacrum and by 
use of morphine hypodermatically. The patient survived this 
treatment for five months, and an autopsy showed the presence 
of a growth of the broad ligament, without other attachments, 
the size of an infant's head. Duncan' reports the occurrence 
of bilateral myomata of the broad ligaments; Gross,* of Nancy, 
removed a single tumor of this nature weighing 2,500 grammes; 
Polosson * mentions a case similar to mine, but of smaller sized 
tumor. All these tumors seemed, according to their reporters, 
to possess a uterine pedicle. Praeger,' of Los Angeles, reports 
two cases of fibromyomata, the first of the broad ligament, 
separate and distinct from the uterus, but pushing it out of its 
position; the second removed ten months after salpingo-oopho- 
rectomy, and in this case a large excess of fibrous tissue was 
found. Cullingworth • reports a case, in which the uterus and 
appendages were normal, from which he removed a fibroma of 
the broad ligament weighing 7 pounds and 5 ounces and meas- 
uring 8ix7ix6i inches. The growth had a short, narrow 
pedicle attached to the posterior surface of the broad liga- 



Digitized by 



Google 



128 TRANSACTIONS OF THE SECTION ON GYNECOLOGY, 

ment half an inch to the inner side of the ovary, and was en- 
tirely without adhesions to the uterus, ovaries, ligaments, or 
tubes; in this .respect it resembles my case very closely. 

The very best description of these tumors is given by 
Vautrin.' He thinks they originate in the shining fibres of the 
broad ligament near the uterus. A tumor reported by him 
took its origin from the inferior internal part of the broad liga- 
ment near the uterine vessels and the lower segment of the 
uterus, and possessed thick, shining muscular fibres running 
to the anterior and posterior base of the uterus. It weighed 
over seven kilogrammes and had no attachment to the uterus. 
This writer also quotes Bushman's descriptions of cases of this 
kind reported by Billroth and by Rydygier; these tumors 
weighed 18 and 15 kilogrammes respectively. The tumor 
reported by Sanger and by Schmidt weighed 8 kilogrammes. 
Henly and Luschka take the ground that the shining fibres near 
the uterus spread themselves through the folds of the broad 
ligaments, the lower part of which contain many muscular 
fibres, blood vessels, and lymphatics. The tumor which I 
removed measured 8x74x4j inches and was apparently en- 
tirely in the broad ligament. It had no attachments to either 
uterus, ovary, tube, or round ligament, and I could not discern 
the smallest fibre running to these organs. It had developed 
in the lower part of the broad ligament where the blood supply 
is most abundant. It had pushed up the broad ligament, and 
stood out in plain relief when the abdomen was opened. The 
growth was removed without diflficulty, and it was found that 
the body of the tumor proper did not approach within 1^ to 2 
inches of the uterus, the tube and ovary being a considerable 
distance below. The growth was covered solely by the broad 
ligament, and its pedicle was composed of the broad ligament 
and the vessels which came from about the insertion of the 
uterine artery. I tied off the long, broad pedicle, measuriog 
4xi inches, with a cobbler's stitch, then placed a single figure- 
of-eight ligature around it below the first ligature, leaving a 
stump no larger than the end of my finger. This tumor had 
been growing for nine years. The patient, a married woman 
41 years of age, had borne her last child about twelve years 
ago and had not been pregnant since the growth was first no- 
ticed. Nine years ago she noticed a lump about the size of an 
egg in her left groin, and within the space of seven years and a 
half this lump had developed into a mass occupying almost the 
entire portion of the abdomen below the umbilicus. When I 
began the operation I expected to do a hysterectomy. There 
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was one point in my mind —the limited movement of the uterus 
when bimanual examination was practised — which made me 
think that the tumor was not attached to the uterus. The 
reason for this limited movenient was that the broad ligament 
enveloped both the uterus and the growth. As to the nature 
of the tumor, the pathologist failed to find any traces of malig- 
nancy in it, pronouncing the growth a pure fibroma. I thought 
it worth while to report this case as one of the few which ap- 
parently originate from those muscular fibres which abound in 
the lower part of the broad ligament. Almost all cases cited 
in the literature on the subject as tumors of the broad ligament 
show evidence of having originated either in the uterus, ovary, 
fouad ligament, or tuba, and the great majority of such cases 
show evidences of malignancy. The case just recited fhows 
neither. 

633 Arch street. 
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Db. H. D. Be yea. — It seems tome that this is a particularly 
interesting form of tumor. I think, like fibroid tumors of the 
uterus, its origin is difficult or impossible to determine. Fibroid 
tumors of the uterus are thought to have their origin in some 
degenerative change in the blood-vessel walls, and perhaps 
this tumor may be explained by a similar change in the blood 
vessels of the broad ligament. According to Recklinghau- 
sen, fibroid tumors may arise in the glandular tissue, the remains 
of the Wolffian duct. There is no reason why such a tumor 
should not develop from this fetal structure in the broad liga- 
ment. I know of no other tissue here from which such a tumor 
could develop. At this distance the tumor looks much like a 
sarcoma, for there are not the regular nodules which are seen 
in fibroids. A point which assists in the macroscopical diag- 
nosis of fibroid tumors is the formation of whorls or strata in 
the cut surface. 

Dr. C. p. Noble. — If the tumor is a fibroid tumor one 
method of origin is that at times such tumors are thrown ofiE 
from the uterus, in some cases into the broad ligament, and 
become entirely disconnected from the uterus. That would be 
a possible explanation. In sucb cases the tumor derives nour- 
ishment from adhesions. I saw one case where the ovary 
had become detached and rolled up in omentum. There is no 
doubt this change does occasionally take place. 

Dr. J. C. Da Costa. — It is so common for us to meet smaU 
tumors rolling about in the abdomen that I do not think it 
worth while to mention it. Dr. Noble says if it is a fibroma; 
Dr. Beyea also says if it is a fibroma. It presented the macro- 
scopic appearance of fibroma, slightly nodular. I have taken 
out many fibromas, and I thought it was one. Not satisfied 
with that, I sent it to a pathologist. His report is that " sections 
made from the nodular area showed typical fibrous tissue, with 
the peculiar wavy, concentrical arrangement peculiar to fibroma. 
Sections made from the pedicle showed some areas of con- 
nective tissue, while others were typical fibroma.^' I do not 
pretend to be an able pathologist, so I sent it to one who is. 
I base my statement that it is a pure fibroma on his microscopic 
report. These tumors are very rare. Some people say, " I 
have never seen one, therefore I do not believe it/' I exam- 
ined carefully, and there were no tissues in the pedicle running 
to other organs. If there had been strands they should have 
been found in the pedicle of the tumor to connect the fibroma 
with other organs. 

Dr. Williams presented a paper written by Dr. Baldy on 

A CASE OP PRIMARY ADENO-CARCINOMA OF THE FUNDUS 

UTERI. 

Case I. — Mrs. S., 50 years of age, consulted me for a wast* 
ing discharge, pain, and a bad odor about her person. I 
found that she had passed the change in life seven years be- 
fore. For the past year she had had a number of small hemor- 
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rhages, and in the interim was having a discharge which was 
beginning to smell badly. There was no loss of flesh and but 
small loss of strength. The uterus was found to be large but 
freely movable; there was no cervical ulceration. A diag- 
nosis of intrauterine malignant disease was easily arrived at 
and hysterectomy proposed. The woman weighed between two 
and three hundred pounds, and the operation, which was per- 
formed by the combined method, was a difficult one. 

The abdomen was opened, the ovarian arteries ligated, and 
the broad ligament incised down to the uterine arteries. The 
bladder was then stripped free of the cervix. A gauze pad 
was left in the cul-de-sac and the abdominal incision closed. 
The ordinary incisions for vaginal hysterectomy were now 
made in the vagina, and clamps placed on both broad liga- 
ments, including the base of the corresponding uterine arteries. 
The gauze pad left in the cul-de-sac, and which had kept the 
intestines out of the field of operation, was now removed and 
the vaginal wound packed with sterile gauze. The forceps 
were removed at the end of forty-eight hours and the patient 
made an uninterrupted surgical recovery. 

Dr. Henry L. Williams has kindly made a most searching 
examination of the specimen, which has proved of more than 
ordinary interest; and the character of the growth, as well as 
the chances of recurrence, will be seen from his report, which 
is here given: 

"Pathological Report. Macroscopic Examination, — 
The specimen coasists of uterus, tubes, and ovaries. The 
uterus is considerably enlarged, measuring 11 centimetres 
in length and 16 centimetres in circumference at its widest 
part. Its width at the fundus between the cornua is 6 centi- 
metres, and its antero-posterior diameter is 5 centimetres. 
Opposite the internal os the circumference is 13 centimetres. 
The fundus has a somewhat boggy feeling. Below the line 
located 2 centimetres above the internal os the uterine wall is 
firm, hard, and tense. 

" The external os is sufficiently open to admit a No. 20 sound. 
Upon the portio vaginalis the mucous membrane is smooth,, 
glistening, and normal in appearance, and is freely movable 
over the underlying tissue. The peritoneal covering extends- 
over the upper half of the anterior surface and covers the 
upper three-fourths posteriorly. At all points below the line of 
peritoneal attachment the tissue exposed is decidedly rough 
and granular. 

'' The tubes and ovaries are greatly shrunken and atrophied^ 
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but otherwise appear normal. The remains of the broad liga- 
ment are to all appearances uninvolved. 

" An incision has been made through the anterior surface, 
opening the uterine cavity from the fundus to the external os. 
While the tissue immediately surrounding the external os is 
normal in appearance, the wall of the lower half of the cervical 
canal has been excavated and a cavity formed of sufficient size 




Fig. 1. -Uterine wall honeycombed with adeno-carcinomatous jrlands. 
of uterine muscle. (B) Adeno-carcinomatous areas. 



(A) Remain^ 



to allow the passage of the index finger. The upper portion 
of the canal is filled with a fungoid, granular, and rather com- 
pact proliferation of cervical mucous membrane. The cervical 
wall measures 2i centimetres in thickness. From the external 
to the internal os the canal is 2i centimetres in length, while 
the distance from the summit of the fundus to the external os 
measures 9^ centimetres. 

^' The entire uterine cavity above the middle of the cervical 



Digitized by 



Google 



COLLEGE OP PHYSICIANS OF PHILADELPHIA. 



133 



-canal is filled with a luxuriant, soft, fungoid growth, easily 
torn away by the finger, reddish in color, and covered by a 
slimy exudate. At the fundus the uterine wall measures 1^ 
centimetres in thickness; opposite the centre of the body it is 
2 centimetres thick, and just at the internal os it measures 2i 
centimetres. 

" On examining the cut section of the uterine wall the lower 
two-thirds is seen to be infiltrated with calcareous deposit to a 




Fio. 2. -Section from the loose connective tissue of the broad ligament, showing 
infiltration of small nests of epithelial cells (A). 

point just within the internal os. Macroscopically the tissue 
at the points of attachment of the broad ligaments appears 
entirely free from involvement. 

" Microscopic Examination. — Sections of tissue were taken 
from the fungoid masses filling the uterus, from various por- 
tions of the uterine wall, from the loose connective tissue of 
the broad ligaments, and from the tissue just beneath the peri- 
toneal covering on the posterior surface. These were hardened 
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in absolute alcohol, mounted, and examined, with the follow- 
ing result: 

" Sections from the masses filling the uterine cavity show'uni- 
versally fields of atypical adeno-carcinomatous glands. These 
glands have so proliferated that almost the entire connective- 
tissue stroma has been absorbed and the whole mass replaced 
by glandular structure. So extensively has the stroma been 
absorbed that in many fields it can scarcely be found, while 
in others it has disappeared altogether ; here the epithelial 
elements of one gland came into immediate contact with those 
of another. 

'* A point of special interest in the case is the fact that the epi- 
thelium lining the glands remains as either a single or a double 
layer throughout nearly all parts of the specimen. And while 
fields can be found in which the epithelium of adjacent glands 
has so proliferated that they are fused in a homogeneous mass 
of carcinoma cells, the glands almost invariably remain dis- 
tinct, with lumen uninvolved. A careful examination, how- 
ever, reveals the presence of epithelial cells free in the stroma 
wherever it can be found. 

''The peculiar atypical shape of the malignant adenomatous 
glands is especially noteworthy. Instead of remaining sepa- 
rated from one another, as in the benign form, the glands 
frequently fuse and the lumen of one runs into that of another. 
In some cases the glands are so branched and twisted thia.t they 
resemble the appearance of a rosette. 

" Examining sections cut across the entire thickness of the 
uterine wall, the uterine muscle is seen to be invaded to a con- 
siderable depth, in portions being so honeycombed by the 
malignant growth that the only muscular remains appear as 
narrow bands surrounding alveoli filled with atypical adeno- 
carcinomatous glands (see Fig. 1). 

" Sections of the uterine wall from the lower third of the body 
and just below the internal os show that the tissue here has 
undergone extensive calcareous degeneration and that the 
process of extension has been thereby considerably delayed. 
At the vault of the fundus the uterine muscle has been invaded 
but a short distance. 

*' A section of muscular tissue from the posterior surface just 
beneath the peritoneum is of special interest. In this tissue, 
entirely uninvaded by the adenomatous growth, we find two 
blood vessels of considerable size, cut in cross-section, in the 
lumen of which are foimd emboli made up of atypical epi- 
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thelial cells. Whether or not these cells jvere forced into 
the circulation by manipulations at the time of operation is 
uncertain. But in any case there is no assurance that there 
were not other emboli which were borne into the general cir- 
culation outside the field of operation, and the finding of such 
an embolus certainly has an important bearing on the prognosis. 

* ^Careful examination of the sections of loose connective tissue 
removed from the broad ligaments (see Fig. 2) and from imme- 
diately beneath the peritoneum on the posterior surf ace reveals 
slender chains of epithelial cells in the lymph channels and small 
nests of epithelial cells in the spaces between muscular fibres, 
in both instances. Since this is so, an unfavorable prognosis 
as to the complete eradication of the disease must be made, and 
the patient will be watched carefully, for at least three years, 
for indications of return at the seat of operation or metastasis 
to other organs of the body. As, according to the clinical his- 
tory, the symptoms have been markedly present for a year, 
there is no doubt that, had the woman sought treatment many 
months sooner, a positive diagnosis of malignancy, from micro- 
scopical examination of scrapings, could have been made at the 
time and danger of return or metastasis manifoldly reduced. '' 

Case II. — Within the past month I have had a second pa- 
tient who clinically and macroscopically resembles almost 
identically the case of Mrs. S. Mrs. D., 46 years old, was 
always regular in her menstruation until two years ago, since 
which time she has been bleeding almost continuously. Lately 
there has been some odor to the discharge. The bleeding has 
never been profuse, but recently pain has become a prominent 
factor. She has lost both strength and flesh. The uterus was 
found large and movable, with no ulceration of the cervix. 
Intrauterine malignant disease was so evident that a hysterec- 
tomy was immediately advised and accepted. The patient was 
stout, weighing about two hundred pounds, and in conse- 
quence the operation was performed in the same manner as in 
the case of Mrs. S. 

Dr. Williams has also examined this specimen, and his report, 
as in the first case, details the actual condition found, as well 
as the future chances of the patient for recovery. 

*^ Pathological Report. Macroscopic Examination. — 
The specimen consists of a somewhat enlarged uterus with 
tubes and ovaries attached. The uterus measures 9 centimetres 
in length, 6^ centimetres in width, and 17 centimetres in cir- 
cumference at its largest part. Upon the posterior surface four 
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small subperitoneal nodules are found, somewhat larger than 
peas> and just behind the right uterine cornu a subperitoneal 
nodule, the size of a Brazil nut, is seen. Several small inter- 
stitial nodules can be seen in the uterine wall. 

" At the fundus a slight doughy sensation is elicited by the 
finger in th« region of the cornua. The portio vaginalis is 
smooth, whitish, and perfectly healthy in appearance, and 
freely movable on the underlying tissue. The external os is 
open, the cervical canal patulous, and a No. 26 sound can 
easily be passed into the uterine cavity. Externally there is 
nothing to indicate malignant disease. 

*^ The ovaries are shrunken and atrophied, and no follicles 
are seen on the surface. The tubes appear normal. 

'^ The cavity of the uterus has been opened by an incision 
through the anterior wall from the fundus to the external os. 
On examining the interior the cavity is seen to be lined by a 
prolific spongy endometrium, distinctly pink in color, present- 
ing a fungoid appearance, and covered upon the surface by 
a thin, yellowish exudate. The fungoid projections from the 
endometrium are exceedingly soft and friable, and readily 
removed by the finger. On the anterior wall is a mass some- 
what firmer in consistence, about the size of an English walnut, 
which projects rather prominently into the uterine cavity. 

'* The diseased tissue is found to extend well up into both cor-, 
nua, and the surface of the entire body cavity is affected. At 
the ring surrounding the internal os the morbid process comes 
to an abrupt termination, and the tissue of the cervical canal 
is apparently healthy. 

'*The uterine wall measures 2 centimetres in thickness near 
the centre of the body, while at the cornua it is reduced to 8 
millimetres. The length of the cervical canal is 2^ centimetres, 
and its wall is 1 centimetre in thickness. 

^^ Microscopic Examination, — On examination of fungoid 
particles removed from the endometrium, a considerable por- 
tion of the tissue is seen to have undergone necrosis, and large 
fields are found made up of amorphous cheesy debris. Be- 
tween the necrotic areas are seen the small round cells of 
inflammation in large numbers, and likewise diffuse areas of 
various sizes made up of atypical epithelial cells. All re- 
mains of glandular structures have disappeared. From these 
specimens a diagnosis of diffuse carcinoma is easily made. 

" Examination of the nodule attached to the inner anterior 
wall shows a solid mass of epithelial cells of the glandular 
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type. These cells are so diffuse as to closely resemble the 
structure of sarcoma, but their shape is that of the atypical 
cells of glandular carcinoma. Fine bands of connective tissue 
are seen here and there running through the growth, and the 
blood-vessel walls are thick and well preserved. 

" On examining sections including the entire thickness of the 
wall, the uterine muscle is seen to be diffusely infiltrated with 
small nests of epithelial cells to a point immediately beneath 
the peritoneum. The peritoneum itself has not been affected. 

*' No sections were made from the tissue of the broad liga- 
ment, so it cannot be stated whether or not this tissue has been 
invaded. But from the fact that the uterine wall is so diffusely 
infiltrated to the under-surface of the peritoneum a guarded 
prognosis as to the ultimate result must be made. 

'^Taken together, the specimens are of unusual interest in that 
they represent two distinct types of carcinoma of the fundus — 
the first, a distinct malignant tubular adenoma in which the 
glands are everywhere preserved throughout all areas of the 
growth; the second, a pure diffuse carcinoma in which no 
glands or remnants of glands can be found in any part of the 
specimen. ^^ 

Dr. J. M. Baldy and Dr. W. H. Wells reported 

A CASE OF RECURRENT VULVAR GROWTH. 

Dr. Wells' Report. 

In May, 1894, I was called to see Mrs. McD., who was in the 
sixth month of her ninth pregnancy. She had sent for me on 
account of intense burning pain in the vagina, around the 
vulva, and extending backward over the perineum toward the 
anus. This pain was so great as to prevent sleep, and the 
woman was unable to walk or sit for any length of time be- 
cause of it. She ascribed the discomfort to hemorrhoids. Some 
constipation existed; there was no bleeding from the rectum, 
nor was there any vaginal discharge. On examination the cer- 
vix was that of a multipara; some slight laceration; no particu- 
lar hardening such as might point to malignant disease. There 
was an old laceration of the perineum of slight degree. On 
examining the vulva I found an ulcer situated on the left lesser 
labium and extending forward over the inner surface of the 
greater labium and backward slightly into the vagina. This 
ulcer was in shape considerably like the area of denudation in 
the old-fashioned Emmet^s operation for lacerated perineum. 
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It extended down through the epidermis and was surrounded 
by a border of what seemed to be hypertrophied epidermal tis- 
sue. The floor of the ulcer was covered with granulations, over 
which there was considerable secretion. In color the ulcerated 
surface was reddish, not so dark as a specific ulcer, the mar- 
gins, as I remember them, being somewhat the color of boiled 
ham. Further back toward the vaginal opening a second 
smaller ulcer existed. The walls of this were thicker and the 
area of granulation much smaller. * On the right leRser labium, 




on its inner side, there were some three or four similar ulcers, 
all of the same light reddish color. The patient gave a good 
account of her family history, there was no tuberculosis, her 
lungs were in good condition, but she was decidedly anemic all 
through her pregnancy. She stated that the disease began at 
the site of the largest patch, and commenced as a small papule 
which gave great pain. This papule finally broke, leaving a 
small ulcerating surface which spread rapidly. The most 
characteristic peculiarities of the ulcers were the intense pain 
and the rapidity with which they spread. In a short time the 
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largest one on the left side united with the smaller one above 
it, and the combined ulcer then spread forward and downward 
until the perineum began to be attacked. Each new ulcer 
began in exactly the same manner — a puffy swelling of the 
epidermis, this later breaking in the centre, leaving a round 
ulcer which united with the one preceding it. There was no 
tendency to form circles as in herpes zoster. 

On account of the patient^s pregnancy I was afraid to remove 
the growths at once, especially as I could not operate in her home 
and had nowhere to take her during the summer months, nor 
indeed would she have consented to any operation at that time. 
I do not think, on account of her pregnancy, that an operation 
would have been advisable. After having obtained a consul- 
tation with Dr. E. E. Montgomery, and on his advice, I 
dressed the ulcers daily with equal parts of iodoform and dried 
alum, cocaine being first used to lessen the pain, which was 
decidedly severe, and was increased for a time after using the 
dressing powder. In August the woman was delivered of a 
large male child. I took extraordinary care to prevent sepsis 
in this case, and succeeded, for she went through her puerperal 
period with no abnormal temperature. There seemed to be no 
rise of temperature or other symptoms of septic absorption 
caused by the ulcers. The treatment with iodoform and dried 
alum seemed to act beneficially on the ulcers, and, whether 
from this treatment or the cessation of pregnancy, they shrank 
considerably and lost a good de€d of their rapidity of growth 
after the birth of the child. By the latter part of October, 
1894, the original combined ulcers had shrunk considerably, 
but still the growth was extending slowly backward across the 
perineum and was nearly encircling the anus, as the photo- 
graph shows. At this time the patient desired the removal of 
the growths, and, as she positively refused to go to a hospital 
or to have the growths excised, I removed them with a Paque- 
lin cautery, using a flat, knife-like blade. In doing this I tried 
to be as thorough as possible, burning away all the ulcers, both 
large and small; but I am sorry to say a small amount of the 
growth was left around the anus, because I found it extended 
well into the rectum, apparently above the internal sphincter, 
and I was afraid of destroying the sphincter. On all of this 
site the growth has since returned. Owing to the patient^s not 
allowing me to incise the growth I could have no microscopic 
examination made of the specimens. The removal by the eau» 
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tery produced instant and positive relief, which was continuous^ 
for several months until the growths around the anus began to 
increase and spread. 

I lost sight of the patient in the latter part of 1895 and did 
not hear of her again until she came into Dr. Baldy's care. 
His notes on the further progress of the case are appended. 

Dr, Baldy^s Report. 

Dear Dr. Wells: — Early in March, 1897, Mrs. McD. came 
to me complaining of an ulceration on the privates accoihpanied 
with great pain and discharge. She informed me that she had 
had the same trouble a year or two before and had been treated 
by yourself and Dr. Montgomery; that the trouble had disap- 
peared, but had, after some months, again returned. I found 
her to be a woman of 43 years of age and that she had borne 
nine children. She menstruated regularly and had no pain at 
that time. There was continual leucorrhea, evidently from an 
old metritis and endometritis. 

She complained of the presence of an open sore, which bled 
and discharged a watery discharge; excruciating and continual 
pain at the seat of the trouble; backache, loss of flesh and 
strength. The trouble began as a small pimple, which broke 
down and gradually spread. 

Examination revealed a growth raised one-eighth of an inch 
from the skin, papillomatous in character, with small ulcers in 
places, extending from the f ourchette and lower third of labium 
ma jus over the perineum toward the anus as far as the edge of 
the internal sphincter; about two and one-half inches long by 
an inch and a quarter broad. The principal feature of the 
symptomatology was the continued steady and excruciating 
pain. 

I made a diagnosis of malignancy and excised the whole 
area of the disease. As much of the wound as possible was 
brought together by silkworm-gut sutures; the balance healed 
by granulation. The healing was complete. The operation 
was performed March 5, 1897. Three days ago I again saw 
Mrs. McD. and found a condition much similar to the ori- 
ginal one, only smaller in extent and at a point to the side 
of the old site and not involving it. The photograph shows 
the old scars on the perineum and lower part of the labium 
majus very well, as it does also the new area of disease to the 
side and lower down. I should by all means advise another 
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excision before there is any chance for further increase in the 
involved area. 

At the time of the operation the specimen was placed in the 
hands of Dr. Beyea for examination. I have asked him to 
send me a copy of his report, which is here appended: 

Dear Dr. Baldy: — I send you a report of the specimen of 
tissue from the case of Mrs. McD. When I made this exami- 
nation it showed nothing microscopically which could cha-rac- 
terize it from an ordinary inflammatory process. 

Pathological Examination. — The specimen was an irregu- 
larly oblong portion of tissue removed from the skin portion 
of the perineum, measuring 2.5 centimetres in length and 1.5 
centimetres in breadth. Its macroscopical appearance was 
that of a hyperplasia of the skin, somewhat resembling that of 
an early carcinoma of this region. Its skin surface showed a 
. small amount of ulceration, but no distinct destruction of 
tissue. 

Microscopical sections were made through every portion of 
the tissue and showed the following changes: The epidermis 
is distinctly thickened, with a marked extension of the papil- 
lary portions into the imderlying tissue. The prolongea por- 
tions of papilla are surrounded by a very extensive small 
round-cell infiltration. In the deeper tissue this small round- 
cell infiltration gradually disappears and becomes more local- 
ized, being most and only pronounced around blood vessels. 
The blood vessels are distinctly dilated and the endothelial 
cells swollen. The lymph spaces are dilated and their endo- 
thelium swollen and changed. 

Macroscopically and microscopically the disease shows no- 
thing that will differentiate it from a simple chronic inflam- 
matory hyperplasia, except that the small round-cell infiltra- 
tion is most extensive about the blood vessels. There is not 
the slightest change that would lead to the belief that the 
disease is one of beginning malignancy. The disease is cer- 
tainly not carcinoma. There are no ^iant cells, or epithelioid 
infiltration, or miliary tubercles which would allow one to 
conclude the possibility of a tuberculosis. The disease shows 
the characteristics that have been described by Veit as ulcus 
rodens vulvae, a name that Virchow has given to these atypi- 
cal ulcers the etiology of which cannot be determined. He 
does not include in this those cases of ulcus rodens which are 
now understood to be a form of epithelioma. 

Tubercle bacilli were not stained for in this case, as the ap- 
pearance of the tissue did not at the time of examiiiation seem 
to me sufficient to warrant such an extensive task. 

Very truly yours, 

H. D. Beyea. 

My diagnosis at the time of the operation was malignancy, 
and in spite of the above report I am unwilling to discard that 
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opinion. The fact remains that the character of suflEering this 
woman was afflicted with does not accompany simple or rodent 
or tubercular ulceration, and does accompany malignancy most 
commonly. She had continual, persistent, and severe pains in 
the parts, so much so that she vigorously protested against a 
delay of several days in her operation. I had, within one 
month of the time I did this operation, another patient with a 
similar ulceration and whose history is much more conclusive 
to me. She was 34 years of age and had had one child seven- 
teen years before. Since the birth of the child she had been 
irregular and profuse in her menstruation. Four years before 
I saw her she had the uterus removed by the vagina for cancer. 
Eighteen months before her visit to me she had a small wart 
appear on the labium, which gradually spread. At the time of 
Tier visit to me she had a large ulcerated surface extending 
;f rom the fourchette on the left side of the labium majus almost 
to the top. The labium was greatly swollen and edematous. 
"The pain in this case was so intense that sleep had been a rare 
thing for months — as she has put it since, if it had continued 
'.she '' would have lost her mind.^^ In all respects the symptoms 
and appearance and progress were as in the case of Mrs. McD. 
The woman fairly begged for an operation and relief, so intense 
and continued was her suffering. The microscopic examination 
gave the same result as in the case of Mrs. McD. — ^nothing. I 
have seen this woman also in the past few days, and she is free 
from any return and the relief is complete. The operation was 
performed one year ago this month. I can find a history both 
of tuberculosis and cancer in her family. Her mother had 
• scrofula badly — ^neck all scarred by suppurating glands. She 
herself had a cancerous uterus removed four years before I saw 
the ulceration. 

To me, from a clinical standpoint, both these cases were 
malignant; pathologically they are so indefinite that the ex- 
amination does not shake my clinical diagnosis. 

I should most certainly thoroughly excise the new growth in 

the case of Mrs. McD. 

Very truly yours, 

J. M. Baldy. 
Dr. H. D. Beyea read a paper upon 

A CONTRIBUTION TO OUR KNOWLEDGE OF CHRONIC 
INFLAMMATORY HYPERPLASIAS OF THE VULVA. 

There has been described by a number of writers under 
various names, such as I'esthiomene, lupus, ulcus rodens 
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vulvae, chronic elephantiatic ulcers, destructive ulceration, and 
ulcus vulvae, a certain disease sometimes appearing as a 
chronic inflammatory hyperplasia, at other times as a chronic 
ulcerative or destructive lesion, of the vulva, the etiology of 
which still remains undetermined. Neither from the previous 
history of the patient, the clinical course of the disease, nor the 
macroscopical or microscopical characteristics of the lesions- 
has any observer been able to satisfactorily conclude a clas- 
sification. The disease is best described by Veit * under the 
name of ulcus rodens vulvae, not indicating, as in this country^ 
a form of carcinoma, but an undetermined ulcerative or hyper- 
trophic and ulcerative disease, as first suggested by Virchow. 
The reason the etiology has not been determined is probably in 
part due to the fact that the disease is extremely rare and thus 
not suflSciently studied, and partly also to the fact that the 
microscopic€d changes are simply those of chronic inflamma- 
tion, with few modifications, none of which allow the investi- 
gator to at all cleariy or definitely separate the lesion as a 
specific granuloma, or other form of venereal disease, or as a 
known skin disease. 

The disease may be briefly described as an excessively 
chronic, at first small, circumscribed, hard, and edematous 
inflammatory hyperplasia, or an ulcer, appearing without appa- 
rent cause in a woman who is often otherwise healthy, upon 
various portions of the vulva, particularly in relation with the 
urethra, the perineum and fossa navicularis, and the cutaneous 
and mucous surfaces of the labia majora. The lesion may 
appear and disappear for a time. It then becomes persistent, 
continues, slowly increasing in size, perhaps for many years, 
until finally the patient dies from exhaustion or, through the 
resultant poor health, she dies of an intercurrent disease, 
usually peritonitis or phthisis. The growth is painless; the 
patient complains of no discomfort; its presence is usually dis- 
covered only by accident. Local treatment results in little or 
no improvement; excision and cauterization are apt to be 
followed by a return of the disease within a few weeks» 
The hypertrophic or hyperplastic form is usually associated 
more or less with the ulceration. The patient is usually of the 
poorer class, uncleanly in her habits, and very often a prosti- 
tute. Infection and trauma are thought to be predisposing 
causes. Koch ' has described 10 cases of his own and 10 other 
cases taken from the clinic of Neisser, under the name of ulcus, 
vulvae, in most of which the inguinal glands had been extir- 
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pated because of bubo. He believes that the stasis in the 
lymphatics of the vulva produced by the removal of these 
glands explains the elephantiatic hyperplasia. This, however, 
has not been the experience of other observers. Huguier ' in 
1849 reported 9 cases of destructive and hypertrophic ulcera- 
tion of the vulva under the name of Festhiomene — essentially a 
lupus — and this name is still employed by the French to desig- 
nate such a disease. Taylor,* of New York, however, believes 
these cases of Huguier were those of old syphilis, that their eti- 
ology was wholly unexplored. Pozzi * states that the lesions 
diflEer from those of carcinoma; they have not the charac- 
teristic destructive peculiarities of carcinoma, but resemble 
those of lupus of the face. He believes the disease to be lupus. 
Koch* believes l^esthiomene is identical with ulcus vulvae, 
Peckham ' collected 60 cases from the literature, of which 32 
were of the ulcerative form. Twelve were determined to be 
syphilitic and 14 others were probably syphilitic. He charac- 
terizes the disease by its slow progress, absence of pain, marked 
local changes, thickening, ulceration, and hardness. The 
microscopical changes were negative. It was concluded not 
to be carcinoma. There were no caseation, no giant cells, but 
simple inflammatory changes. Haeberlin ^ described a case as 
hypertrophic and perforating lupus of the vulva. There was 
in the inguinal region a scar from which an inguinal gland 
had been removed. No tubercle bacilli were found. From his 
description of the case others have concluded that the disease 
was one of syphilitic granulation growth. Landau ® published 
a case as chronic ulceration of the vulva in which tuberculosis, 
carcinoma, and syphilis were excluded. He was unable to 
determine the etiology of the disease. Dechamps' saw in a 
woman having general tuberculosis a destruction of the entire 
left labium by a tubercular ulcer. Microscopical examination 
showed miliary tubercles; inoculation also gave a positive 
result. He considers, apparently for this reason, that both 
terms, Testhiomene and lupus, are incorrect, believing such 
lesions are either tuberculous, carcinoma, or tertiary syphilis. 
Breisky *• described a case of elephantiatic ulcerative growth 
which he thought was probably a skin tuberculosis. Taylor * 
states that such cases of vulvar deformity are simple hyperpla- 
sia resulting from irritation, inflammation, or traumatism; that 
chronic chancroid is a cause in a certain number of cases; that 
some are due to essential and specific syphilitic infiltrations and 
hyperplasias; and that very rarely are they tubercular. He fur- 
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ther states that, should it be determined that tuberculosis and 
lupus of the skin are wholly identical in their nature and clini- 
cal history, we shall then have to admit that there is a lupus 
of the external genitals. Duncan" described 4 cases as hemor- 
rhagic lupus, and Macdonald *' 3 cases of lupus of the vulvo- 
vaginal region, but they oflEer no proof that the disease was 
lupus. Cay la *" found in a woman who had died of phthisis a 
swelling of the labia with ulceration, also a cloaca between the 
rectum and vagina which had the microscopical characteristics 
of lupus. 

The microscopical changes, as said, show nothing charac- 
teristic of any special disease. Pozzi ^ describes the tissue as 
hyperemic, with small foci of small round-cell infiltration which 
surrounds the small blood vessels. Peckham ' and many others 
have described similar changes. Buge and others have found 
the epidermis, also the papilla, considerably thickened; while 
others describe the epidermis as being normal and disease pres- 
ent only in the corium. Esmarch, Kuhlenkrampf , and Koch 
found diflEuse small round-cell infiltration in a sclerotic and 
thickened connective tissue — that is, granulation tissue — which 
sometimes extended to and even into the muscle tissue. They 
also observed a large number of plasma cells, the nuclei of 
which were often epithelioid, the plasma of the cells sometimes 
showing degenerative changes. Pinner states the nuclei are 
often epithelioid in character and partly developed into typic€d 
giant cells. Koch believes these giant cells are simply those 
described by Ziegler as seen in granulation tissue. Pozzi, 
Gieson, and Unna have also found giant cells. Pozzi refers to 
an instance where Martin" and NicoUe " were said to have 
found tubercular masses and single tubercle bacilli. 

The case described below will serve as an instance of the 
hyperplastic form of this disease and perhaps assist somewhat 
in the determination of its etiology. Her history is as follows: 

Miss E. B., 20 years of age, single; colored; domestic. Her 
menstrual period first appeared when she was 16 years of age 
and was regular and normal until four years ago, at which 
time she first came under my care. I was called to see her 
after an illness of many weeks, during which she had been con- 
fined to bed. She had lost greatly in flesh and strength, and 
complained of irregular att€tcks of pain in the lower abdomen. 
Her temperature ranged from lOO"^ F. to 102"^ F. and the pulse 
from 90 to 120. The abdominal and pelvic cavities were found 
filled with irregular masses, which were concluded to be due 
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to an advanced tuberculosis of the genital organs and perito* 
neum. She was sent to the Gynecean Hospital for operation, 
but with little hope that she would be relieved. Celiotomy was 
performed by Prof. Penrose on March 6, 1894. It was found 
impossible to enter the abdominal cavity for any distance, the 
abdomen and pelvis being filled with masses of adherent intes- 
tines and characteristic tubercular masses covered with many 
miliary tubercles. After removing a small portion of the pa- 
rietal peritoneum the abdomen was closed without drainage. 
Under stimulating treatment and a nourishing diet the patient 
slowly improved and was able to leave the hospital at the end 
of five weeks. The microscopic examination of the parietal 
peritoneum removed showed undoubted miliary tubercles, 
many of which contained giant cells. 

She spent the following summer in the country and contin- 
ued to improve in flesh and strength, returning to the city 
early in the fall. The masses in the abdominal cavity had 
entirely disappeared, but there still remained distinct tuber- 
cular disease of both Fallopian tubes. The menstrual flow 
had returned and was normal. She complained not a little of a 
leucorrheal discharge. She would arlso have now and then 
attacks of pain in the right ovarian region, and the limb of 
this side would occasionally become edematous. Her general 
health, however, remained good, and she has been able to at- 
tend to her duties as a domestic continually. Two years ago she 
came to me saying that during her menstrual period there ap- 
peared on the cutaneous surface of the right labium majus a 
small growth, which would disappear three or four days after 
the menstrual period had ceased; that this had occurred for 
three or four months, and each time it was of larger size and 
disappeared after a longer length of time. At the time of her 
visit, two days after the disappearance of the menstrual flow, 
I found a regular, round, and hard circumscribed hyperplasia 
in the site described. It was the size of a cent and showed 
a very slight amount of ulceration, but there was practically no 
discharge from it. The surface was pale yellow in color and com- 
posed of a number of minute nodules. It was painless to the 
touch and gave her no discomfort. I saw her again after two 
weeks and found that the disease had entirely disappeared. I 
saw her for the third time two months after her last visit. She 
stated that the growth had remained between two menstrual 
periods. It had increased to the size of a five-cent piece, but 
in other respects had not changed. I was immediately con- 
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vinced that the growth must be a secondary tubercular infec- 
tion of the vulva, and advised operation. This she refused, 
and I was compelled to give her local treatment. I touched 
the ulcer with pure nitric acid, and after a few days advised 
the application of mercury and belladonna ointment. 

Thinking of the possibility of syphilis, although I could gain 
no history of this disease, she was given large doses of potas- 
sium iodide, which were continued for three weeks. This 
treatment was not followed by the slightest improvement or 
change. I again advised operation, being now more convinced 
of the tubercular origin of the disease, and she again refused. 
I did not see her after this until last fall, when she came pre- 
pared to have an operation. She was admitted to the Gynecean 
Hospital on October 14, 1897, and the growth and a consider- 
able amount of the surrounding tissue were excised. Up to 
the present time the growth has not returned. She is perfectly 
well. The specimen removed was a circumscribed hyperplasia 
elevated 0.2 centimetre above the surrounding skin, and mea- 
sured 2.5 by 3 centimetres in diameter. The surface had not 
changed, being of a pale-yellow color and formed of minute ele- 
vations or nodules very much resembling yellow miliary tuber- 
cles. The specimen was immediately hardened in absolute al- 
cohol and prepared for microscopic examination. Microscopic 
sections were made so as to include every portion of the 
growth. I was much surprised to find that these sections 
showed no positive characteristics of tuberculosis, but the fol- 
lowing changes: The epidermis was distinctly thickened, and 
the papillae extended deeply into the underlying tissue. Over 
the centre of the surface of the epidermis there was a thin film 
of tissue which failed to take the hematoxylin stain and ap- 
peared hyaline. Beneath the epidermis the tissue for the most 
part showed a diffuse small round-cell infiltration, but here 
and there, and always surrounding blood vessels, the small 
round cells were collected in foci; this was particularly the case 
in the deeper parts of each section. The lymph spaces were 
much dilated ; the small blood vessels and the endothelium 
of the blood vessels were somewhat swollen. Here and there, 
generally distributed through the tissue, were many epithelioid 
cells, which now and then tended to group and form a giant cell. 
No typical giai!ht cells were, however, to be seen, nor was 
there any distinct evidence of the presence of miliary tubercles. 
About thirty sections were stained for tubercle bacilli by Dr. 
H. L. Williams and myself, but no bacilli were found. 
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The history of this case, with the undoubted presence of 
tuberculosis of the peritoneum and Fallopian tubes, and very 
probably also tuberculosis of the endometrium, together with the 
absence of syphilis and isolation of carcinoma, would lead one 
to strongly believe, regardless of the indefinite microscopical 
changes, that the vulvar disease was tubercular in origin; yet 
the absence of giant-cell tubercles and of caseation, and the fail- 
ure to find tubercle bacilli, force me to include this case, with 
many others already described, as an instance of ulcus rodens 
vulvae. The cUnical characteristics we might say were those 
of lupus, but again the microscopical changes are not suflScient 
to warrant this belief. True, giant cells have been found in a 
few such cases^ but, as stated, these cells may be seen in gran- 
ulation tissue and cannot be considered as positive evidence 
of tuberculosis. Supposedly tubercular masses and single 
tubercle bacilli were found in one instance among a rather 
large number of cases, but this is not suiBScient to conclude a 
tubercular origin. 

From the histories of the patients and clinical courses of the 
lesion, as described in the cases reported in the literature and 
in the above case, one must naturally at least suspect such a 
disease to be either tuberculosis, lupus, ulcus rodens vulvae, 
syphilis, elephantiasis, or epithelioma. There is little doubt 
that many of the cases reported have been syphilis or epi- 
thelioma. 

True tuberculosis of the vulva has up to the present time 
only been seen as an ulcerative process, and it is an extremely 
rare disease. Oases have been reported by Dechamps, • Chiari, " 
Demme," Zweigbaum," Oampana,*' Viatte," Miiller,''® and 
Emanuel." The growth is a grayish ulcerating area covered 
with small tubercles and areas of caseation. In most of the cases 
reported there are typical tubercular lesions of the Fallopian 
tubes and uterus. The disease is to be differentiated from that 
described as ulcus rodens vulvae by the presence of giant cell 
tubercles, the absence of elephantiatic growths, the presence of 
caseation, and the finding of tubercle bacilli, the presence of the 
tubercle bacilli being the most important. But it must be con- 
sidered, in spite of these various diagnostic characteristics, that 
there is some indefinite relation between tuberculosis and at least 
some of the cases reported under the head o^ ulcus rodens 
vulvae, lupus, etc. Particularly is this true of the case I here 
report. The tubercular peritonitis, the tubercular Fallopian 
tubes, and most probably tubercular endometritis, with the 
necessary discharge which must have contained tubercle ba- 
cilli and flowed constantly over the vulva, warrant this belief. 
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The hyperplastic changes may be a consequence, a secondary 
tubercular manifestation; the toxins here acting, and not the 
bacillus, as has been described in relation to erythematous 
lupus. Carcinoma can always be separated by the micro- 
scopical examination, and syphilis usually by the history of 
the case, the presence of other lesions, and the therapeutic 
test. From certain forms of elephantiasis it can only be sepa- 
rated with difficulty. The disease may be combined with ele- 
phantiasis. 

The prognosis can scarcely be considered favorable. The 
lesions may heal with deformity, only to return again. They 
often return after cauterization or excision, and, as said, death 
may finally result from exhaustion or some intercurrent dis- 
ease, as peritonitis, phthisis, or pneumonia. 

Of 24 cases collected by Macdonald" 4 died. 

When the lesions are localized to the labia majora or labia 
minora, or are in relation with the urethra and not advanced, 
one may possibly hope for a cure. The maintenance of the 
general health is of the greatest importance. Cauterization 
with fuming nitric acid, caustic potash, or sulphuric acid is ad- 
vised. The best results seem to have followed early complete 
excision. 

In conclusion I wish to call attention to a method by which I 
believe tuberculosis maybe determined or excluded in such 
cases. Koch^s tuberculin should be administered with the object 
of noting any reaction and its influence upon the growth. Any 
exudate which can be expressed from the ulcerating surface 
should be carefully examined for the tubercle bacillus by means 
of cover-glass preparations. This should be practised at vary- 
ing intervals, particularly just before and during the menstrual 
period, and a large number of preparaticMis should be studied. 
It is thought that tubercle bacilli may be more often found by 
this method than by the most careful search of the microscopi- 
cally prepared tissue. Should the growth be excised, a guinea- 
pig should be inoculated as another method of determining the 
presence or absence of the bacillus of tuberculosis. 
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Dr Wells. — I think the paper read by Dr. Beyea is very 
interesting, and the symptoms there recorded are very much 
like our case, except the intense pain. That is the one distin- 
guishing feature. He seems to lay considerable stress upon 
the lack of pain in his case, whereas our case had the most 
excruciating pain. Lately there has been some slight hemor- 
rhage from the rectum. The patient complained for a while 
of some leucorrheal discharge; I asked her to note where the 
discharge came from, and she said she thought it came from 
the ulcer and not from the vagina or uterus. As to the diag- 
nosis of the case I am somewhat in the dark. My own personal 
opinion, as against that of Dr. Baldy, who apparently believes 
it is malignant, is that I think it is probably tubercular; but 
that is simply a surmise on my part, and I cannot prove it so 
far by any pathological test, although I intend to make an at- 
tempt at it later. It does not resemble any form of tubercu- 
losis or lupus such as I have seen or read of in any book or 
journal on the subject. 

Dr. Be ye a. — It seems to me impossible for this to be car- 
cinoma. The patient has had this condition since 1894, and it 
is now not larger than a quarter of a dollar. It has not pro- 

fressed, and has not been destructive enough for carcinoma, 
[icroscopic examination shows that carcinoma is out of the 
question. I think it is one of an undetermined ulcer, the 
etiology of which is not known. It may be lupus; it seems 
more probable they are lupus. They may be tubercular, due 
to some toxins carried to the tissues. This will not be ex- 
plained until more cases are seen. The disease is extremely 
rare. Most of the cases were reported years ago, at a time 
when a microscopic examination, Koch^s tuberculin, and the 
presence of tubercle bacilli were not considered. 
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stated Meeting, October 20, 1898, 
Edward P. Davis, M.D., Chairman, in the Chair. 

Dr. J. M. Baldy read a report of 

OVARIAN CYST PROTRUDING THROUGH THE INGUINAL CANAL. 

February 22, 1898, Mrs. Sarah D. was sent me from Har- 
risburg for diagnosis and treatment. About two years previ- 
ous to her coming to Philadelphia she had noticed a small, 
pedunculated tumor in the right inguinal region, which con- 
tinued to grow until as large as an egg. She was placed 
under an anesthetic by her physician and the tumor removed. 
He tells me that the growth had a reasonably small pedicle, 
which came from the inguinal canal, and that he amputated 
it as low down as possible. 

One yeai> later the growth had again returned, much larger 
and with a shorter and broader pedicle. A second time she 
was placed under an anesthetic and the growth removed as in 
the first instance. 

When I saw her the growth had returned at its former site, 
was as large as one's fist, with apparently no pedicle at all. 
Palpation showed it well above the large vessels on the thigh, 
although it hung suspiciously near them. Yet I could readily 
pass my fingers between the lower margin of the tumor and the 
vessels. A pelvic examination revealed a mass filling the 
right side of the pelvis, indefinite as to its outlines and consist- 
ence. The uterus had a limited amount of mobility. The 
general health of the patient was quite good and no general 
signs of malignancy existed. 

The patient was prepared for both an enucleation of the 
tumor in the groin and an abdominal section. An incision 
was made directly over the growth and the tumor freed from 
all surrounding connections down to a thick, broad, and short 
pedicle which led into and through the inguinal canal. The 
attachments of the pedicle in the canal were freed and the 
finger forced into the abdomen, where it was found that the 
tumor was a continuation of a large intra-abdominal mass. 
The abdomen was opened in the median line and the pedicle of 
the inguinal growth found to spring from a large intraliga- 
mentous tumor of similar character. The opposite uterine 
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appendage was healthy. It was at once observed that the 
most feasible way to make the removal was to ligate the left 
broad ligament and amputate the uterus at the neck. The 
woman being at or past the period of the menopause, this course 
was pursued, and the tumor lifted out of its bed with little or 
no effort — in fact, after the uterus was amputated the tumor 
was enucleated by its own weight and a slight amount of 
sponging. All oozing points were covered over with redun- 
dant peritoneum by means of catgut sutures and the abdom- 
inal incision closed without drainage. The inguinal canal 
was of course enormously dilated. Its edges were freshened 
with knife and scissors, and approximated with several rows of 
continuous sUk sutures, which were allowed to remain perma- 
nently. The skin was united by a subcutaneous silk suture. 

The patient made an uninterrupted recovery and left the 
hospital for her home four weeks after the operation. 

Also, 

ABDOMINAL SECTION THREE MONTHS AFTER VAGINAL 
SECTION. 

On my return from my summer vacation early in September 
a young woman presented herself at my office with a note from 
a friend in New York who is actively and successfully en- 
gaged in gynecological practice. The note informed me that 
the case had been operated upon by himself by vaginal section. 
It read as follows: " A case of diffuse pelvic suppuration; cul- 
de-sac opened; pelvic Mikulicz drain; temperature at time of 
operation 102°, etc. About time for a radical operation, if it is 
to be done at the elective time at all.^^ 

The young woman gave the following history: The operation 
had been done in New York some three months before. She 
was under treatment by the operator from the time of the 
operation to the time she changed her residence to Philadelphia. 
Her physician then gave her the above-quoted note and advised 
her to consult me. 

I found from close inquiry that her history was in all respects 
similar to the general run of histories in cases of long-standing 
pelvic inflammation. An examination revealed a condition of 
general pelvic adhesions and enlargement as well as displace- 
ment of the uterine appendages. There remained at the seat 
of the vaginal incision a mass of granulations, which was 
exceedingly tender to the touch and which bled freely when 
handled. 
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For the matter of a month I had the vaginal condition treated, 
in order, if possible, to have it healed before proceeding with 
the abdominal section; the wound is still unhealed. 

Some seven or eight days ago I opened the abdomen and 
cleaned the pelvis by performing a hysterectomy, removing both . 
sets of appendages, and the uterus below the internal os. The 
specimens are here presented for your inspection. You will 
see that the condition is one of double hydrosalpinx and double 
ovarian cysts. Both tubes are distended with the ordinary 
hydrosalpinx fluid and the fimbriated ends have become oblite- 
rated. In addition to this you will observe that the organs 
show the remnants of universal adhesions. The ovaries, as 
you see, no longer exist, their place being taken by these cysts; 
one, before it had collapsed, was as large as a hen^s egg. The 
cysts are also covered with remnants of adhesions, as you will 
observe. The surfaces, especially the posterior, of the uterus 
show the same condition of adhesion. I may add that the ver- 
miform appendix was involved in the pelvic mass, and it, to- 
gether with the mesentery, had to be freed from its attach- 
ments. 

This patient is one of three whom I ha^e seen this fall, all of 
whom had vaginal operations of one kind or another, and all of 
whom remain in such a condition as to require an abdominal 
section for their cure. The vaginal operation is so often an 
incomplete one, even when performed by an expert operator, 
that one should consider seriously whether he is justified in 
adopting this procedure in such cases, for instance, as the above. 

dlere is a woman seriously ill who applies for relief, or more 
properly, I should say, for a cure. She is put to the risk of an 
operation as well as expense both financially and as to time. 
Is a measure which is in many cases but a temporary expedient 
a proper one to adopt? From the vaginal operation she can 
expect but a relief of symptoms, and the certainty of a second 
operation is before her. I say she can only expect relief and 
not cure, because this case is one of those in which the con- 
sequent vaginal operation is an impossible one, provided the 
operator has any consideration for the result to the patient. 
Why, then, should she be put to the risk of a second operation 
when in the first instance an abdominal section could be per- 
formed and a cure accomplished ? And why, if a second 
operation is to be made, should it be complicated by the possible 
bad result of a first one, as in this case? A suppurating vagi- 
nal wound which has not and will not heal is not altogether 
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pleasant to contemplate when considering an abdominal sec- 
tion. It seems to me the position of the vaginal operator is 
altogether illogical and must eventually be abandoned. 

This patient was operated upon originally by one of the best 
vaginal operators in this country, and consequently the result 
must be attributed, not to the operator, but to the operation. 
The increasing number of such cases reporting for further and 
final surgical treatment is becoming embarrassing, and it 
behooves the vaginal operators to oflFer some legitimate reason 
for this state of affairs or to return to the complete operation of 
abdominal section. 

Dr. C. p. Noble. — I had the pleasure of seeing the opera- 
tion in the first case reported, therefore I have more interest in 
the report. I remember very well there were several gentle- 
men present, and Dr. Baldy, looking on the case as out of the 
ordinary, asked us what We thought about it. We had not 
had the advantage of making a vaginal examination. Aside 
from the peculiarity that the tumor was projecting into the 
inguinal canal, the most noteworthy point was the method 
adopted in its removal. After cutting directly down on the 
tumor and finding there was a considerable mass of it in the 
abdomen. Dr. Baldy very properly opened the abdomen in the 
middle line to deal with what was inside more satisfactorily, 
when it was found that it was a typical intraligamentous cyst. 
Instead of operating in the old way by enucleating the tumor, 
he did a hysterectomy, beginning on the sound side, cutting 
across the cervix and rolling the tumor out from below, finally 
clamping and cutting the infundibulo-pelvic ligament to the 
outside of the tumor. There is no doubt that this method of 
dealing with intraligamentous tumors is a great addition to ab- 
dominal surgery. In the case of youn^ women who have not 
had children, I believe we can get along m most of them without 
doing hysterectomy, and we can use very much the same prin- 
ciples in dealing with the tumors; that is, the principle of the 
preliminary ligation of the arterial trunks, instead of enucleat- 
ing the tumor and permitting oozing to take place during its 
enucleation and ligating bleeding points subsequently. In 
a young woman, when it is desirable to retain the uterus and 
the opposite ovary by ligating the ovarian artery on the side 
involved and then separating the anterior layer of the broad 
ligament near the uterus, we can get down to the uterine 
artery and tie it on the side involved before doing extensive 
enucleation. In this way I have been able to enucleate intra- 
ligamentous tumors with a minimum of hemorrhage. In a 
bad case, if the patient is feeble or the age is such that preserv- 
ing the uterus or ovary is not of advantage, the method 
adopted by Dr. Baldy is the best way of dealing with these 
tumors. It is the best in preventing hemorrhage and best in 
the way of safety in reference to wounding the ureter. A 
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careful man should certainly seldom wound the ureter in taking 
out one of these tumors after this method. 

The other subject presented by Dr. Baldy is one which, of 
course, comes up to all of us. My position— the broad position 
— in reference to this subject is not exactly that of Dr. Baldy, 
although in many points we are in heartiest accord — namely, 
that as a general statement the best way to deal with pelvic 
inflammatory disease is by abdominal section rather than 
vaginal section. At the same time I would not take the posi- 
tion taken by Dr. Baldy, that vaginal operations should be 
condemned. I resort myself occasionally to the vaginal seq- 
tion, and I am satisfied that, used judiciously, in selected cases, 
it is a great addition to pelvic surgery, and I am quite sure that 
I save a certain number of lives which would be sacrificed if 
we did only abdominal surgery in dealing with these cases. 
There are one or two classes of cases which I have in mind. 
The one class of cases is where the patient has a large collec- 
tion of pus, is acutely ill, has perhaps peritonitis and sepsis, 
where her general condition is such that she is not able to with- 
stand a major operation. In these cases, by draining out these 
large abscesses, we can quickly, easily, and safely tide the 
patients over their critical condition and in a certain percen- 
tage of them cure the case. Of course the cases we cure 
are not cases of double pyosalpinx, but cases where there is 
one large abscess we can drain. I think the best field for 
vaginal section for pus collections in the pelvis is the pus col- 
lections which follow labor. Some time ago I summarized all 
the cases of this kind I had operated on and reported them to 
the College, fifteen in all. The results were all stated, and 
many of the cases were watched for a number of years. The 
great majority of these patients were permanently cured, had 
no subsequent trouble, and are now well. Of the number 
there have been eight children born and a number of others 
have miscarried, and as most of the women are young I have 
no doubt a great many other children will be bom before these 
women reach the menopause. I am quite satisfied that vagi- 
nal section and drainage is not only a good operation, but a 
better operation to deal with these cases than is abdominal 
section. I am satisfied that the primary result in mor- 
tality is lower and ultimate results are better, in that not only 
are the women cured, but the sexual organs are retained. If 
we do abdominal section in these cases we are practically 
driven to do a radical exsective operation. The other class of 
cases in which I find it most desirable is the few cases of 
suppurating hematocele due to extrauterine pregnancy. I have 
operated on several with very good results. Another class of 
cases where I have used vaginal section to advantage is old 
gonorrheal cases where there has been a pelvic peritonitis set 
up in addition to old pus tubes, and where the patient^s general 
condition was such that neither I nor any other surgeon would 
wish to do an abdominal section. I have been able to tide these 
patients over successfully, and some of them have remained 
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persistently well. I have in mind one I saw the other day on 
whom I operated three or four years ago. She was a nurse; 
had pus tuoes for some time. When I was called in to see her 
she had a temperature of 105°; she had rigors, had an exudate 
almost up to her liver on the right side, and a very rapid pulse. 
In other words, her general condition was such that an abdom- 
inal operation would have been very serious, if not fatal. In 
that case I drained both pus tubes, and the patient has never 
been sick a day since. That, I confess, is a surprising result. 
I have had a number of cases of that kind where the result has 
been satisfactory. On the other hand, I have had to do a 
secondary operation in some of the cases. I believe double 
pus tubes due to gonorrhea will usually require secondary ope- 
ration. I do not agree with Dr. Baldythat we have not gained 
anything in these cases. So far as leaving a fistula, I confess 
I have never seen one. Every one of them has healed. In 
those cases requiring a second operation the pus collection had 
been eliminated, and we had only to deal with ordinary dis- 
eased appendages, so that, instead of having to do a very bad 
operation, we had to do only a very simple operation. I believe 
the vaginal operation is a good operation in these selected 
cases. In general I do exactly as Di, Baldy — ^that is, operate 
from above. 

Dr. E. p. Davis. — Some years ago a student in the out- 
patient maternity service at the JeflFerson College reported to 
me the case of a woman, who he supposed was in a pregnant 
condition, who had been taken with sudden, sharp pain in the 
right groin, the lower abdominal region, after lifting a scuttle 
of coal. I told him to send the patient at once to the Philadel- 
phia Hospital to my service. On examination the symptoms 
were those of a possible ruptured ectopic gestation or a hernia. 
The latter was the more probable supposition; there was a tu- 
mor in the inguinal region, to which impulse was given on 
coughing or respiration. There was a considerable tumor in 
the lower abdominal quadrant of the left side, so that appendi- 
citis was considered in the diagnosis. It seemed that section 
should be made, and after consultation it was thought that it 
was a case of hernia, that a knuckle of bowel had slipped into 
the canal of Nuck. I began a very careful dissection in the 
inguinal region and failed to recognize any characteristics of 
hernia, and opened the abdomen. It was seen that a retroperi- 
toneal condition of disease existed, which was causing an exu- 
date down behind the peritoneum into the inguinal region. As 
the pelvis was entirely free, the abdomen was closed, the 
tumor in the inguinal region was opened, and pus escaped. It 
was drained and the temperature remained febrile for some 
days. We had in that case, I think, retroperitoneal tubercu- 
losis which simulated very closely hernia or ruptured ectopic 
gestation. The occurrence of the pain shortly after lifting a 
weight looked as though rupture of some adhesion had taken 
place at a point of least resistance in the inguinal region. 

As regards the remarks of Dr. Baldy and Dr. Noble concern- 



Digitized by 



Google 



CX)LLEaE OP PHYSICIANS OP PHILADELPHIA. 167 

ing vaginal operation: In puerperal cases I have had the best 
success by combining abdominal and vaginal drainage. I re- 
call a case last spring where the patient had gone through a 
long septic siege. I was then called in consultation with Prof. 
Keen. We eliminated the necessity for operation on the appen- 
dix. It was decided to treat the case as a purely puerperal 
case. I followed the method of cleansing the vagina, opening 
the abdomen, then rapidly as possible breaking up any adhe- 
sions to the ovary and tubes in the surrounding tissue, freeing 
the womb as far as possible, opening the vagina and placing 
gauze two-thirds of the way in posterior surface of uterus, 
thereby holding uterus in position; the abdomen was closed 
without drainage and the patient was allowed to drain through 
the pelvis. The pelvis was filled, just as the gauze was put in, 
with normal saline solution. No effort was made to wash it 
out and it was allowed to drain out. This gauze was removed 
in thirty six hours without an anesthetic and the patient made 
a good recovery. This method of treatment — ^namely, abdom- 
inal incision for inspection, breaking up adhesions, bringing up 
the womb as high as i)ossible for drainage — commends itself, I 
think. I should certainly consider vaginal operation alone but 
an incomplete procedure, even after drainage. 

Dr. Noble. — What do you do when there is pus? 

Dr. Davis. — I do the same thing; have done it on one or 
two occasions. 

Dr. F ARIES. — In regard to pus cases, I would say it is not 
possible for any man to diagnose as to whether there is one or 
a number of abscesses. • In the first place, if he drain below 
there will probably be a remission of the symptoms, the tem- 
perature will fall, the patient will react and will get better, 
and if there is one abscess she will probably be cured. If the 
temperature goes up thereafter, it is an indication that there 
must be another pus sac somewhere. If it has not been 
diagnosticated through the vagina, the abdominal section is 
the next thing to do. Of course there might be a general sep- 
tic infection, but in speaking of these general conditions I 
think through-and-through drainage would also come into 
play. In regard to enucleation in these acute cases, I do not 
think there are any statistics which would give you an average 
mortality of less than 95 per cent. Dr. Noble has contributed 
his 20 cases. KeUy quotes 27 from Henrotin, all cured by 
drainage, and 65 of his own cases; 30 were cured by simple 
vaginal drainage, and 28 with through-and-through drainage 
by means of gauze. Five of these cases had to be operated on 
the second time. Out of 65 cases he saved 62. Henrotin 
saved all of his cases; Dr. Noble all of his by drainage. These 
figures seem to indicate that there is no possible argument for 
taking out organs in this class of cases. The first thing to be 
done IS to drain through the vagina; then, if there seems to be 
any secondary infection, to do a laparatomy and through-and- 
through drainage and give them a chance that way; the other 
way they are sure to die. My remarks are not in keeping with 
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Dr. Baldy's paper, but have been elicited by Dr. Noble^s dis- 
cussion. 

Dr. J. M. Baldy. — It seems to me we have got always to 
bear in mind, and very distinctly, the very great line of differ- 
ence between the two classes of cases^ the acute puerperal cases 
and chronic cases, with which my paper dealt. They cannot 
be spoken of in the same category; they do not require the same 
treatment. As to Dr. Noble's statement in regard to acute 
puerperal cases^ the arguments in these cases in no wise come 
into consideration when we are dealing with the chronic cases 
with acute attacks of inflammation on top of the old disease. 
They are essentially diflFerent diseases. It is not fair to men- 
tion one in the same breath as theother. Gynecologists should 
take the stand in discussions not to tolerate the mention of the 
one class with the other. Even in acute cases I think there is 
a large deal on paper which is nonsense, but which is true within 
certain limits, but absolutely misleading in others, and I think 
the cases Dr. Faries quotes are an illustration (Kelly's and Hen- 
rotin's cases). I do not believe there is a single case among 
Henrotin's cases that come into the category of the cases we 
are discussing. Henrotin directs opening the posterior cul-de- 
sac, breaking up adhesions. Henrotin's cases we see every day 
and they get well. Even among the acute cases there is room 
for subdivisions. As a matter of fact, when these cases are 
quoted they are misleading. I do not think one of Henrotin's 
cases was such a case as Dr. Noble refers to. When you come 
to a case that has gone on to suppuration, then the vaginal sec- 
tion is often the proper and conservative operation for a single 
abscess; but when you come to puerperal pus tubes and abscesses 
scattered among adhesions, you must understand your anatomy 
and pathology thoroughly to be able to distinguish between the 
two classes before operation: there the radical operation is the 
conservative operation and the removal of uterus and appen- 
dages necessary. 

I believe with Dr. Davis the vaginal operation in these cases 
is a faulty operation; you do not know, when you are through, 
whether you have done it all. In those cases in which the 
omentum and mesentery are involved it is generally an impos- 
sible operation. Most of the modern vaginal men have gone 
back to abdominal section. These cases (such as I have re- 
ported) I hold from the vaginal point of view are impossible. 
I have seen most of the good operators in vaginal operation and 
I do not believe any of them could have done it safely. If they 
are simply going to tear it out regardless of consequences, all 
right; but if they are going to avoid a fecal or bladder or ure- 
teral fistula, that is another thing entirely. I stated the vagi- 
nal operation is often an incomplete one, even when done by an 
experienced operator; that one should hesitate before adopting 
this operation. There are so many reasons that are against the 
vaginal operation, except in acute pus cases, it is a doomed 
operation. 
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Dr. John B. Dbaver read a paper upon 

PERITONITIS; CAUSE, TWISTED OVARIAN TUMOR PEDICLE, 

REPORT OF FOUR CASES, ONE OF WHICH OCCURRED 

AT SIX MONTHS OF PREGNANCY. 

In the many factors in the causation of peritonitis, a gan- 
grenous sac wall, the result of a twisted ovarian pedicle, must 
be included. The early recognition of the cause of this type of 
peritoneal inflammation is most important, as the life of the 
patient depends upon the institution of early operative inter- 
ference. The diagnosis of the condition is not always made 
with the degree of certainty we should like, especially if, in 
the presence of a decidedly tympanitic and rigid abdomen, we 
have no knowledge, or means of obtaining such, of the patient's 
previous condition. When it is known that a woman has an 
ovarian tumor and is suddenly stricken with peritonitis, the 
likelihood of a twisted pedicle should be suspected. 

B. M., aet. 28, married. Family history: Father and mother 
living and well; one sister living and well; one brother living 
and in good health. Previous personal history: Always of a 
neurotic, excitable disposition. For some months previous to 
admission to the Chester County Hospital, under the care of 
Dr. C. E. Woodward, she resided in a malarial district along 
the Delaware. Had a severe attack of malaria a few months 
ago; from this she partially recovered and came to West 
Chester to recuperate. After being in the above place two 
weeks and enjoying fairly good health, she was taken with the 
present illness. 

Present illness began September 20 with violent, cramp-like 
pains in the abdomen, accompanied by a rise of temperature 
and tenderness on pressure in the lower right side of abdomen, 
with increased rigidity of this side, vomiting and constipation, 
and the presence of a tumor. Three days before admission to 
the hospital the patient was seen by Dr. Harry Deaver with 
Dr. Woodward and the diagnosis of ovarian cyst confirmed. 
Operation was deferred on account of the woman^s general 
condition. She was also four months pregnant. 

After she was seen by Dr. Deaver, September 22, she had a 
sharp attack of peritonitis, suffering much pain, abdomen 
extremely distended. No motion from the bowels. She was 
given calomel, magnesia sulphate, and enemas without ef- 
fect. A rectal tube, however, passed far into the colon, brought 
away quantities of gas, the retained enemas, and some feces. 
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relieving the pain and distension entirely. This was repeated 
for about three days, when the bowels began to act voluntarily. 

On admission to the hospital, September 24, 1898, her gene- 
ral condition continues about the same. Temperature rather 
lower than at the beginning of the attack. She continues to 
have pain, mostly in paroxysms, which last from a few minutes 
to several hours, and seem to be very severe, but it is difficult 
to judge how far the hysterical element enters into these. The 
abdomen is much distended and tympanitic, with an area of 
dulness corresponding to the position of the cyst in the lower 
right part and extending to the symphysis pubis. The bowels 
are constipated. Mild aperients have failed to open them. 
An enema of turpentine with castor oil in egg yolk and salt 
solution produced one small movement of the bowels on the 
day before admission; this was repeated on admission. 

October 10 I saw her and operated. She suffered pain 
through the night and did not sleep. Abdomen tender. 
There was sick stomach; pulse weak. She looked badly. 
When I saw her I was able to make out nothing more than a 
peritonitis. Percussion of abdomen revealed nothing more 
than the enlarged uterus. From what Dr. Woodward told 
me I was convinced that the cause of the peritonitis was a 
twisted ovarian pedicle. 

Operation. — The only point of interest in the operation was 
that the cyst, which was small, with a long pedicle twisted 
three times upon itself, was tucked up under the mesentery of 
small bowel. Since operation she has done well; only once a 
suspicion of a miscarriage, which half a grain of extract of 
opium suppository quieted. The abdomen has been soft and 
not painful to touch since the operation. 

The following history was given me by Dr. Gifford, of 
Avondale, Pa. : Mrs. L. M., 52 years, white, married; childless; 
very nervous temperament; not yet past the menopause. Suf- 
fered during September, 1895, with an attack of what I diag- 
nosed as pelvic inflammation, with fever, tenderness, consti- 
pation, and some swelling in right ovarian region. Symptoms 
all subsided under treatment consisting of rest in bed, salines, 
douches, and hot applications, followed by blister over lower 
right side of abdomen. Patient regained usual health and 
continued so, with exception of some slight soreness and occa- 
sional pain in side, until September 1, 1896, when, after a long 
drive, she was taken very suddenly with severe pain in right 
side of abdomen, low down; attack attended with vomiting 
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and extreme tenderness. Dr. West was called and prescribed 
laxatives (I think salines) and administered morphia hypoder- 
matically. The patient recovered sufficiently in four days to 
drive to her home, a distance of six miles, and I saw her on the 
evening of the next day. At that time there was not very 
much pain, but considerable tenderness and a very palpable 
tumor the size of two closed hands. I was of the opinion that 
the case was one of appendicitis, as was also held by Dr. West 
and also by Dr. Ewing, who saw her on the 7th of September 
at my request. Dr. Deaver operated on September 9, and 
found ovarian cyst with twisted pedicle, black and almost 
gangrenous. Patient recovered very nicely and has had fair 
health since. 

Mrs. M. McC, age 60, married; has always enjoyed good 
health imtil lately. Reached her menopause three years ago; 
since that time has not been as well as formerly. For the last 
several months she noticed that the abdomen was getting 
gradually larger. Six days before admission to the German 
Hospital the patient was suddenly taken with severe pain in 
the left side of the abdomen. The bowels became constipated 
and did not move until the time of admission. The abdomen 
was distended, rigid, and painful to touch. Dulness on per- 
cussion in left flank. Vaginal examination revealed a fluc- 
tuating tumor to left of median line. Diagnosis, peritonitis 
caused by twisted ovarian pedicle. 

Operation revealed the presence of an ovarian cyst twisted 
upon its pedicle, with gangrenous walls. Patient died of peri- 
tonitis. 

The case of which I have no history was one occurring in the 
practice of Dr. Taylor, of Beverly, N. J. This patient had 
been seen by Dr. Pugh, of Burlington, N". J. Diagnosis doubt- 
ful, but in favor of peritonitis caused by abdominal tumor. 
Operation revealed a gangrenous ovarian cyst wall with twisted 
pedicle. Recovery prompt. 

In three of the four cases I report, the question of peritonitis 
of appendical origin was considered. In the other of the four 
cases the probable diagnosis was peritonitis due to intestinal 
obstruction, until a vaginal examination revealed a fluctuating 
tumor. Had the pedicle of the tumor in this case been long, 
thus allowing the tumor to occupy the abdominal cavity proper, 
and nothing known of the previous history of case, a probable 
diagnosis of twisted pedicle would not have been made. That 
a small ovarian cyst may occupy the pelvic cavity and be con- 
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fined there, as it were, by the intra-abdominal pressure, those 
of us who have had a large experience in this class of cases 
well know. I have seen this condition so pronounced as to 
render quite as difficult to dislodge the swelling as in some 
cases of uterine fibroid so placed. 

Dr. H. D. Beyea. — These cases of torsion of the pedicle of 
an ovarian cyst with the secondary development of peritonitis 
are of much interest to me. Last year I operated upon a wo- 
man who had a large dermoid cyst of the left ovary. There 
were four and a half twists in the pedicle, the cyst wall was in- 
filtrated with blood, and there was present a distinct peritonitis. 
In addition she was six months pregnant. After operation she 
quickly convalesced and got well. At this time I looked up the 
literature on the subject and found that the German observers 
speak of the inflammation of the peritoneum as Fremdkdrper" 
peritonitis; that the inflammation is due to the presence of a 
foreign body, or that in such cases of acute torsion of the pedicle 
a chemical irritation results from the degenerative changes 
which take place in the tumor. They record that nearly all 
of the cases get well. This is interesting, because there is no 
doubt but that the peritonitis here is not caused by the infec- 
tion of pyogenic organisms. Hartmann and Morax were unable 
to find bacteria in two such cases. The only way bacteiria may 
infect the cyst and peritoneal cavity under such circumstances 
is'by the cyst becoming adherent to some hollow viscus, usu- 
ally the Fallopian tube, intestine, or bladder. The fact that 
the inflammation of the peritoneum is due to the presence of a 
foreign body, which causes irritation through tissue change or 
by chemical products of this tissue change, explains why most 
of the cases ^et well after operation, if the peritonitis were 
septic in origin, due to the presence of pathogenic bacteria, 
most of the cases would die. 

About the causes of torsion of the pedicle nothing is as yet 
definitely known. A theory that is new to me is advanced by 
Mickwitz — that torsion may result from the contraction of the 
transverse abdominal muscles. In those cysts which still oc- 
cupy the pelvic cavity torsion is thought to be caused by the 
action of the bladder and large intestine. 

Dr. John C. Da Costa.— I have seen several ovarian cysts 
with twisted pedicles, and my experience has been that where 
there is any delay, or when the twisting has occurred three or 
four days before, there is, as a rule, peritonitis. I do not 
remember any bad cases in which the temperature was less than 
104°. In all of them there was peritonitis, and there were in 
most a great many recently formed adhesions, possibly from 
the peritonitis. As to the cause of these twists, I do not know, 
but every one that I remember has given a history of some 
sudden jar, or lifting, or something of that kind. Let me cite 
two, one of which was a woman who had been perfectly well 
until a few days before, when on lifting she felt sudden pain. 
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The temperature went up and the pain continued. She had a 
temperature of 104° when she came into the hospital. I re- 
moved the cyst, which was quite a large one — about ten inches 
long. That pedicle had about four and a half full twists in it; 
one motion of the abdominal muscles would not have put four 
twists in it. One had seven complete twists of the pedicle; 
one motion of the muscles would not have produced them. I 
would like some explanation from some of the members where 
the great number of twists came from. Each of these ovarian 
cysts showed gangrene in one or more places; sometimes gan- 
grene of intestine where the cyst had rested against it. 

Dr. C. p. Noble. — My experience with ovarian tumors hav- 
ing twisted pedicle has been happy in that all I have operated 
upon have recovered. These cases look much worse than they 
are. I think we use the term gangrene in a rather loose way 
as applied to these tumors that look black. Usually they are 
really not gangrenous, but merely congested from obstruction 
of the veins. I agree with Dr. Beyea in thinking that in 
acute peritonitis due to this accident the prognosis is better 
than usual, because the peritonitis is not caused by pathogenic 
bacteria. One of the most recent cases of twisted pedicle was 
interesting in a collateral way. The patient came to see me in 
the spring of 1897, about the time I was goine away. She had 
a procidentia and a small mass to the left of tne uterus. I was 
in doubt whether it was a large ovary or a small tumor. In the 
fall there was no question as to whether it was a tumor, because 
it had enlarged to the size of an orange. Operation was not done 
on that patient for some little time, and, while getting her house 
fixed up, in hanging up some curtains she twisted the pedicle of 
the tumor and had to be operated on for peritonitis. Her pulse 
never got below 120, and is still that, over a year after the opera- 
tion. As she still had the procidentia after she recovered from 
her operation, it was necessary to operate on her again, and I had 
some question as to the exact nature of this rapid pulse. It 
seemed to me to be a neurotic condition of the heart. Before 
operating on her a second time I thought the opinion of a 
medical man would be of interest, and referred her to Dr. Da- 
land, who told me it was a case of exophthalmic goitre. In 
other words, the* torsion of the pedicle of the tumor had caused 
the exophthalmic goitre. He also wrote me that if we ope- 
rated on her a second time it might cure her by reversing the 
process. I operated on her for procidentia, doing a plastic ope- 
ration and suspension, but the pulse rate is still 120. 

Dr. J. M. Baldy. — These theories coming out of Germany 
are all interesting, but, like a good deal else that comes out of 
Germany, there is a good deal of nonsense about them. A 
large amount coming from these sources is accepted as gospel. 
What nonsense to talk about the movement of the muscles be- 
ing the cause of these twisted pedicles I Why is it not reason- 
able to suppose that there is some other cause at the bottom of 
the whole business? We have had probably twenty diflFerent 
theories about twisted pedicles from Germany. The theories 
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are not based on common sense, and this theory is not based 
on any greater common sense than the others. I believe 
large numbers of these pedicles are twisted from the incip- 
iency of their growth. As a matter of fact, we have re- 
moved lots of these twisted pedicles which never gave a bad 
symptom. I have very little more respect for the theory in 
regard to the peritonitis. In the first place, there are no bac- 
teria in the bladder which are pathogenic. We talk about the 
bacteria coming from the hollow viscera. We must distin- 
guish between them. Take the bladder. It is not a septic^ 
dirty organ as the bowel. You may have ovary adherent to 
bowel, and you may have germs travel through. If you do 
not have a pathological condition of the bowel, I do not see 
why any germs should travel through. You say these cases 

fet well after operation, therefore they are not gangrenous, 
[ow do you know these cases are not gangrenous? Did these 
gentlemen upset the cyst contents in the abdominal cavity? 
No? Then we have no proof that the contained fluid is not 
septi(3. Simply because a cyst is removed safely means no- 
thing, because there are other gangrenous sacs in the abdomen 
at times and the patients get well. We remove gangrenous 
pus sacs daily, and when we spill the pus in the peritoneal 
cavity a certain number of these cases die of peritonitis. Until 
the cyst contents are tested the theory is an incomplete one and 
not based on thorough investigation, and therefore does not 
stand the test of common sense. Why should we believe it 
just because Germany says so? There are too many weak 
points in the theories advanced that we are asked to accept. 

Dr. H. D, Bbyea. — I did not speak of infection taking place 
by the cyst being simply in contact with a hollow viscus. 
There must be adhesions between the cyst wall and intestinal 
wall, or the wall of a pyosalpinx, to allow pathogenic organisms 
to infect a cyst. The same also may occur when adhesions 
exist between the bladder and a cyst wall. The irritation of 
the bladder caused by the presence of the adhesions may go on 
to the production of a cystitis with decomposition of the urine. 
The urine, under such circumstances, may contain bacteria 
which can infect a cyst; or, again, the cystitis may antedate 
the adhesion to the cyst wall. 

Dr. Baldy. — Where do your bacteria come from ? What 
inflammatory changes do you refer to ? 

Dr. H. D. Bbyea.— Probably through the urethra. When 
the pedicle of an ovarian cyst is twisted so that symptoms of 
acute torsion and peritonitis are present, there has taken place 
in the wall of the cyst a condition of venous stasis. When 
this occurs and continues long enough, one of two things hap- 
pens — ^the cyst wall either undergoes fatty degeneration and a 
process of absorption, or the cyst undergoes necrosis. In the 
process of necrosis it is probable a toxin is formed, which acts 
as a chemical irritant to the peritoneum, or the presence of the 
necrotic foreign body in the peritoneal cavity alone produces 
the peritonitis. 
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Dr. Baldy. — May I ask for an explanation of the action of 
the toxin ? 

Dr. Beyea. — Like many other things in medicine, it can- 
not as yet be explained. 

Dr. John C. Da Costa. — What is Dr. Noble's understand- 
ing of gangrene ? There were spots of gangrene on the cysts 
with twisted pedicles, where they had been in contact with 
some other part of the abdomen — the intestine, for instance — or 
where there had been pressure. My idea was that the trouble 
came when the circulation was cut oflf in these cysts. It was 
very much as Dr. Beyea expressed it, that there was first 
venous stasis and then necrosis. My idea of gangrene is that 
it is something rotten That is just what the spots on these 
-cysts were As to results, I do not remember that any of the 
patients died. After the operation the temperature went down 
and they made rapid recoveries. 

Dr. John B. Deaver, — My object in presenting this subject 
has been more for the purpose of laying stress upon the 
diagnosis than upon the treatment. 

We will all agree that it is easy enough to recognize the 
presence of an ovarian tumor in the majority of cases. On the 
other hand, to recognize this variety of tumor in the presence 
of a diffuse peritonitis with rigid and tender abdominal walls, 
etc., is not always so simple. So far as the cause of gangrene 
of the sac is concerned, with Dr. Baldy I agree it is mechani- 
cal. The theory that Dr. Beyea has offered is interesting, but, 
personally, I do not give this question much thought. When 
called to see a patient suffering from peritonitis I aim to relieve 
my patient as soon as possible, and do not delay with the hope 
of making a bacterial investigation. We well know that gan- 
grene presents two varieties, the moist and the senile; the 
former due to venous obstruction, the latter to arterial. In the 
cases of twisted ovarian pedicle coming under my notice the 
gangrene of the sac has been of the moist variety. 

As to the question of drainage, I am always governed by the 
dictates of my judgment, and not by bacteriological examina- 
tion of the fluid. Further, the small mortality in this class of 
cases I believe to be due to the fact that patients are operated 
on early. 

Dr. John B. Shober read a paper upon 

ECTOPIC GESTATION ASSOCIATED WITH PRIMARY 
TUBERCULOSIS OP THE FALLOPIAN TUBE. 

If we accept the term ovarian pregnancy, we are compelled to 
admit the possibility of the development of the product of con- 
ception upon the substance of the ovary. That such an oc- 
currence is possible has been admitted by most embryologists. 
The moment the Graafian follicle ruptures, and before the ovum 
has escaped, the spermatozoa may find entrance into the sac 
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and impregnate the ovum; for it is generally admitted that the 
spermatozoa not only find their way throughout the whole 
course of the oviduct, even in tubes that are so altered by dis- 
ease or deformity as to offer insurmountable obstructions to 
the ovum, but that they may also reach the surface of the 
ovary or become lost in the abdominal cavity. 

Should the impregnated ovum then fail to escape by reason 
of the rent in the sac of the Graafian follicle becoming closed, 
there would seem to be nothing to prevent its subsequent 
growth until, by reason of its size, it burst through the sac and 
so escaped. The sac of the Graafian follicle may become closed 
by blood clot, by reason of adhesions the consequence of old- 
standing pelvic inflammatory disease, or by a plug of fimbria 
from the ampulla of the tube. Under such circumstances the 
vitalized ovum would develop within the sac of the Graafian 
follicle, and at the end of the third month,, unless it had es- 
caped by reason of a second rupture of the sac, it would form 
its attachment within the follicle upon the stroma of the ovary. 
This would constitute a true ovarian pregnancy. Theoretically 
such an occurrence is possible, though no well-authenticated 
case has as yet been reported. 

On the other hand, cases of tubo-ovarian pregnancy, by which 
is meant the development of the product of conception between 
the ampulla or abdominal ostium of the tube and the ovary, are not 
uncommon. The ovum, becoming impregnated within the sac 
of the follicle or immediately upon its escape, finds lodgment 
upon the surface of the abdominal ostium or upon a fimbria 
and goes on to development in this location. Such appears to 
he the nature of the case about to be reported, and attention is 
4rawn to the existence of a long-standing primary tuberculosis 
^f the Fallopian tubes as a determining cause of the condition. 

Mrs. A. T. applied for treatment on March 11, 1898. She 
was 31 years old, had been married eight years, and was 
sterile. Her maternal grandmother, who died of cancer of the 
stomach, had eleven children, all of whom are living and well 
except the patient's mother, who had valvular disease of the 
heart and died during an attack of typhoid fever. Her father 
was one of a family of thirteen, all of whom died of pulmonary 
tuberculosis except two who are now in bad health. He died, 
at the age of 45, of phthisis, after an illness of three years. 
The patient enjoyed fairly good health until a few years ago, 
when she began to experience more than usual pain at the time 
of her menstrual periods. They were scanty, occurring too 
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frequently, however, and always associated the first day with 
severe bilateral pelvic pain and backache. There had been 
no leucorrhea. During the five weeks previous to my seeing 
her she had frequent attacks of sharp, shooting pelvic pain, 
agonizing in character and mostly on the left side. There 
was much nausea, vomiting, and some tympany. Four times 
during the previous five weeks she had a flow of blood from 
the uterus, each time lasting two or three days. At these 
times all her symptoms were exaggerated. The flow was free 
and contained clots, and during the intervals there was an 
offensive discharge, sometimes thin and brownish, and again 
thick and pink. Upon examination the uterus was found 








somewhat enlarged, in good position, but not freely movable. 
Both tubes were thickened and apparently adherent. The 
tube and ovary could not be differentiated on the left side, 
but a large, tender, oblong mass was felt in a high position, 
closely incorporated with the cornua. There was slight con- 
gestion and blueness of the external genitals, and the patient 
complained of some soreness of the breasts and tingling of 
the nipples. She admitted the possibility of pregnancy and 
seemed to think such was the case. The diagnosis of extra- 
uterine pregnancy was made, and on March 14 celiotomy was 
performed. 
^Portions of omentum, adherent to the anterior parietes, the 
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fundus of the uterus, and to the bladder, required careful dis- 
section and ligation in several places. The left tube and ovary 
formed a large mass universally adherent to the pelvic walls, 
the sigmoid, and to the posterior surface of the uterus. The 
tube throughout its length was much thickened, and it com- 
pletely surrounded and covered the ovary, which was pro- 
lapsed, flattened, and lay between the apparently closed ostium 
and the base of the broad ligament. Between the enlarged 
and nearly closed ostium and the ovary was found a round 
eac, three-quarters of an inch in diameter, having a capsule 
which seemed to be continuous with the ovary and with the 
surface of the ostium of the tube. This sac was slightly torn 
on its under surface, and below it, lying in the bottom of the 
pelvis, partially surrounding the sigmoid, a recent blood clot 
was found. The sac contained a semi-solid, partially organized 
blood clot and had the appearance of a gestation sac. The 
tube was very much thickened and club-shaped at the ostium, 
which, upon careful search, was found to be patulous. The 
accompanying drawing may serve to show the relation of the 
gestation sac to the ovary and tube. 

On the right side the tube and ovary were enlarged and 
generally adherent, showing a chronic inflammatory process. 
Double salpingo-oophorectomy was performed. The wound 
was closed without drainage, and the patient made a rapid and 
uninterrupted recovery. 

The pathological report of the specimens is as follows: The 
left ovary and tube contain between them a small sac about 
the size of a cherry. The wall of the sac was torn in several 
places during the operation. It contains a well- organized 
blood clot, but no trace of an embryo. Its macroscopic ap- 
pearance and its position between the infundibulum and the 
'Ovary suggest the possibility of its having been the product 
of a tubo-ovarian gestation. The ovary is shrunken and flat- 
tened, and no cystic follicles or traces of corpora lutea are seen 
upon its surface. It measures one and one-eighth inches in 
length, five-eighths of an inch in width, and three-eighths of 
an inch in thickness. The tube is enlarged, thickened, and 
very hard to the feel, and has a smooth surface, with the peri- 
toneal surface tightly stretched. It is considerably dilated in 
its outer two- thirds and measures two inches in length and 
five eighths of an inch in diameter. On section the tubal wall 
is found to be greatly thickened, with a firm, fibrous appear- 
ance. The lumen would scarcely admit a pinhead, and the 
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walls have a yellowish, caseous appearance, which extends 
into the surrounding tissue about one-sixteenth of an inch. In 
several cross sections small yellowish areas, resembling mili- 
ary abscesses, are seen in the thick substance of the tube wall. 
The abdominal ostium is contracted, surrounded by a few 
short fringes, and will admit of a match-stick. 

The right tube and ovary are somewhat larger than the left 
and have the same general appearance and consistence. 

On microscopic examination the most striking features of 
the tubal cross sections is the almost complete obliteration of 
the epithelial lining. In the majority of sections not only is 
the lumen obscured, but the tubal mucosa is entirely replaced 
and the walls invaded for a considerable part of their thickness 
by closely packed round cells. Throughout the inner third 
of the left tube the lumen is still patulous and remnants of 
the tubal mucosa are present, but the epithelial fringes have 
nearly disappeared, and where they still exist are fused to- 
gether in a mass of small round cells. The outer and inner 
circles of muscular fibres are distinct and easily discernible, 
but the interlying tissue is completely permeated with a small 
round-celled infiltration. Small nests of round cells between 
the bands of muscle fibres are found throughout the entire 
thickness of the tubal wall and immediately beneath the peri- 
toneal coat, indicating the presence of a very acute inflamma- 
tory process. Areas of necrosis resembling miliary abscesses 
are numerous. Within the outer zone of muscular fibres, and 
beneath the basement of the tubal mucosa, numerous miliary 
tubercles are seen, hazy in appearance, the cells poorly stained 
and ill-defined, containing giant cells of considerable size, their 
nuclei arranged in a semicircle at the periphery. 

Evidences of calcareous changes in the tubal wall, in some 
cases surrounding the tuberculous foci, are apparent, and sug- 
gest that a recent infection and an acute inflammatory process 
has been engrafted on a latent tubal tuberculosis, rather than 
that the tuberculous process is of recent origin. Sections of 
the gestation sac show only fibrin and organized blood clot. 

While the above report does not clearly prove the existence 
of an ectopic gestation in this case, the position in which the 
sac was found, its intimate relation with ovary and tube, its 
contents and the presence of a recent blood clot free in the pel- 
vis, associated with the characteristic symptoms of extraute- 
rine pregnancy, seem sufficient grounds upon which to base a 
diagnosis. Primary tuberculosis of the tubes had evidently 
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existed for several years. The left tube being sufficiently 
patulous to permit the passage of spermatozoa throughout its 
length, the ovum was probably impregnated immediately upon 
the rupture of the Graafian follicle, and, not being able to pro- 
ceed further by reason of the condition of the tube, implanted 
itself upon the surface of the infundibulum or upon a fimbria, 
and went on to development until it finally ruptured at about 
the end of the fifth week. 

Dr. H. D. Beyea. — This case is very inteersting to me, be- 
cause in tuberculosis of the tube a blood clot may be discharged 
from the Fallopian extremity of the tube, or a tubal abortion 
may occur. Of course it is possible this case is one of extra- 
uterine premancy. I have, however, twice seen hematosal- 
pinx in a tube the seat of tuberculosis. The necrosis produced 
by the tubercular process had started a hemorrhage, evidently 
just as it does in the lungs, and the blood collected in and filled 
the tube. I mean to say that the hemorrhage here might 
easily be explained by the presence of tuberculosis of the tube. 

Dr. E. p. Davis. — In the cases you refer to were there other 
symptoms of pregnancy ? 

Dr. H. D. Beyea.— I think not. They were both long- 
standing cases of fibroid tuberculosis, and the Fallopian and 
uterine ends of the tube were closed and the lumen of the 
isthmus was filled with a large blood clot. The hematosalpinx 
was unilateral in both cases. 

Dr. John B. Shober.— In reply to Dr. Beyea's remarks I 
will say that this blood clot was contained in a more or less 
organized sac wall; and it was not situated within the tube, 
but immediately upon the outside of the abdominal ostium, 
which was so contracted that it would hardly permit the 
passage of a fine probe. It was lying upon the ovary, grasped, 
as it were, by the ostium. 
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stated Meeting, November 17, 1898, 
Edward P. Davis, M.D., in the Chair. 

Db. John B. Deaver read a paper on 

SUTURE OF THE WOUND AFTER ABDOMINAL SECTION. 

In introducing the subject, ^' Suture of the Wound after 
Abdominal Section,^' it is not out of place to first say a word 
regarding the nature and the location of the wound. 

The abdominal cavity is opened through the middle line, the 
semilunar line, the recti muscles, the flat muscles, observing 
the course of the muscle fibres, as in one of the operations for 
the removal of the appendix, and through an incision carried 
parallel with the lower margin of the chest wall and in line of 
the inguinal canal. The various suture materials include silk, 
silkworm gut, catgut, kangaroo tendon, and silver wire. The 
various forms of suture include the through-and-through or 
interrupted, the figure-of-eight, and the buried including the 
subcuticular. 

I will not consume the time of the Society by describing in 
detail the'diflferent forms of suture, this being too familiar to all 
to warrant me in doing so. These remarks are intended to 
record the writer's method of closing abdominal incisions and 
to elicit discussion of the subject, which will also record the 
methods of the individual members of this body. It is doubt- 
less true that the greater number of abdominal operations are 
done through the linea alba. To this the writer takes excep- 
tion, believing that as firm union cannot be obtained by confin- 
ing the incision to the fascial line (linea alba) as when made 
through either rectus muscle. This also holds good in opening 
the abdomen through the semilunar lines in preference to the 
recti muscles. The writer's experience in opening the abdomi- 
nal cavity includes many hundred operations, which, in their 
relative proportion, are classed: first, appendix; second, inter- 
nal genitalia of the female; third, inguinal hernia; fourth, 
gall bladder and bile ducts; fifth, intestines and stomach; 
sixth, umbilical hernia; seventh, kidneys; eighth, ventral her- 
nia; ninth, liver; tenth, spleen. In all of these operations, 
with the exception of those for the radical cure of inguinal, 
umbilical, and ventral hernia and the majority of the nephrec- 
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omies, I eater the abdominal cavity through the rectus muscle* 
In reference to the operation of nephrectomy, I may say in 
passing that I prefer the posterior operation. While it has 
been my good fortune to see each year a number of the cases I 
have previously operated upon, yet I cannot give the percent- 
age of ventral hernise which have followed. I do, however, 
see a few, the great majority of which follow as the result of 
drainage in the suppurative cases. 

A number of the writer^s operations have been on medical 
men, nurses, and friends. These I have been able to keep 
track of. Therefore I am in a position to say that I am per- 
fectly satisfied with the method I employ in closing the ab- 
domen. The most unsatisfactory closures in the writer's 
experience are those for purulent appendicitis — ^which I deeply 
regret to say are entirely too numerous — large umbilical and 
ventral hemise. 

The method the writer uses in the greater number of clean 
cases, excepting those for hernisB, is the through-and-through 
method, using silkworm gut and taking in little skin, much 
fascisB and muscle, and little peritoneum. The manner of the 
introduction of the suture is that advocated by Dr. Joseph 
Price. In the case of herniae I use the buried silver-wire 
suture, the simple interrupted, and not the mattress suture ad- 
vocated by some surgeons. That the size of the incision is an 
influential factor in the occurrence of ventral hernia there is 
no doubt; therefore the smallest consistent with safety is the 
best. The writer could cite cases of athletes upon whom he 
has operated and who were not in the least disqualified subse- 
quently from resuming their former practice. 

That we are not always able to follow fixed and fast rules in 
suturing the abdominal wound .we must admit. In short, we 
must be prepared to vary the form of suture according to the 
indications the particular case presents. In the presence of a 
very fat belly wall, entailing an incision of considerable size to 
deal with the pathological condition for which the operation is 
done, I do not always use the through-and-throxigh suture. 
The chief objection to this form of suture under these circum- 
stances is the tension to which the superficial fascia is sub- 
jected in exercising traction enough to make good apposition 
of the deeper layers. While I believe that in the majority of 
instances where the superficial fascia breaks down it is due to 
infection and not to tension, yet I also believe that in many 
of these cases it is better to close the peritoneum, the muscles, 
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and fascisB separately, using the buried silver-wire suture in 
apposing the latter structures. 

Personally I am a strong advocate of the buried silver- wire 
suture, particularly in the operations for the radical cure of 
hernia, a stout belly wall, as above referred to, and in certain 
other conditions. That the silver- wire sutures give rise to sub- 
sequent trouble has not been my experience, except in a few 
instances where infection has occurred. In clean fields of ope- 
ration it goes without saying that infection should not occur. 
In very small wounds the through-and-through suture I regard 
as ideal. 

I shall in brief review the advantages and objections I have 
found in the use of the various forms of sutures employed to 
close the abdominal wound. 

The ordinary through-and-through or interrupted suture is, 
I find, entirely satisfactory in the greatest number of cases. 
Its ease of introduction, the close approximation of the divided 
surface without undue tension, and the result obtained have led 
me, from experience, to prefer this method of closure above 
others. 

Those cases which, from the presence of superabundance of 
the superficial fascia, make this suture inadvisable, I have 
found will call for some form of tier suture, the first row clos- 
ing the parietal peritoneum, the second the muscles and fasciae. 
The superficial fascia should be but loosely brought together, 
in order to avoid tension, which exposes this structure to the 
risk of breaking down; and, lastly, the skin wound closed with 
either the subcuticular, continuous, or interrupted stitch. 

The greatest objection to the introduction of th3 various 
suture materials for closing wounds by the tier-suture method 
is allowing foreign substances to remain in the tissues, with 
the possibility of their producing wound irritation by their 
mere presence, or, from infection from the incomplete steriliza- 
tion of the substance or material used, cause an abscess and 
breaking down of the wound. 

Silver wire is, of course, easily sterilized — a very strong 
recommendation in favor of this material. The mancer by 
which the cut end of the suture is disposed of will determine 
the subsequent comfort or discomfort of the patient. 

The resulting union of the abdominal wound I believe does 
not entirely depend upon the kind of suture employed to retain 
the cut surface in approximation, but upon the careful appo- 
sition of the structures of the abdominal walls, putting just 
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sufficient tension on the sutures to hold them in position with- 
out crowding them or causing the abdominal wound to pucker. 

Dr. George Erety Shoemaker.— The subject is one of a 
good deal of importance. I would agree with the speaker in 
many of his points, particularly in regard to the desirability of 
opening through muscle and not attempting to separate the 
linea alba. Much can be learned which is pertinent to this sub- 
ject by a study of the problems of radical cure of inguinal her- 
nia. As a result of the evolution of these operations, it is a 
matter of general agreement that it is necessary to prevent the 
formation of a pit or depression internally at the site of the 
wound, also that the method of suturing in tiers is the best. 
It seems to me that the through-and-through suture is open 
always to the objections of producing this depression on the 
peritoneal aspect of the wound, also of failing, except under 
ideal conditions, to properly approximate corresponding tissues, 
and also of being apt to produce a solid scar, which solidity 
does away with the slight protection of a movable cushion of 
preperitoneal fat. For that reason, wherever there are no 
complications, it is mj custom to suture in layers, first the 
peritoneum with very nne silk, expecting the preperitoneal fat, 
if well developed, to fall together, then suturing the muscles 
with running chromicized catgut. Of course the longitudinal 
muscle bundles would easily split apart again, but it is very 
desirable to J&U in completely the wound and to prevent the 
formation of a pit from intra-abdominal pressure. Lastly, I 
close strongly the sheath of the rectus with chromicized gut 
and the skin with subcuticular silk. This method of operation 
is unsuitable for drainage cases and for infected cases, where 
there can be no question that the through-and-through suture 
is better. The suture material is more or less a matter of 
choice for the operator. Personally I like to feel that all the 
material will ultimately be removed from the wound. I have 
therefore abandoned the use of the buried silkworm gut, not 
because I did not in a long series of cases get aseptic imniedi- 
ate results, but because, in a year or more, in perhaps one or 
two per cent of cases there would be a stitch or two to be 
removed. I think the same is true of silver wire, as, by closely 
questioning the principal operators who have used it for any 
length of time, I have found that in a very small percentage of 
cases a subsequent operation is necessary to remove one or two 
or more stitcnes a year or two later. Personally I prefer to 
use a chromicized suture, which will carry on the approxima- 
tion during three or four weeks and will then disappear. We 
know that after the first three or four weeks no suture material 
can aid in the strength of a wound, because if there is any 
permanent tension on the suture the tissues cut until that ten- 
sion is relieved. The hernias that I have personally been 
called upon to close have been invariably in cases where the 
through-and-through method of suture had been used by vari- 
ous good operators. One reason, but not the only reason, for 
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this is that surgeons in this part of the country have used that 
method very much more frequently than the other. 

Dr. John C. Da Costa. — I can heartily indorse Dr. Dea- 
ver^s idea of entering the abdomen through the muscle and 
not through the linea alba. Up to fifteen years ago very ex- 
plicit directions used to be given for making the incision in 
linea alba^ and you were told if you got into the muscle you 
were to take a grooved director and hunt for the furrow and 
cut through it. Our results then were not as good as they are 
to-day. It is my practice to make the incision near the central 
line without regard to the linea alba, preferring to go through 
muscle. In that wb,j you have a cleaner cut, and therefore 
may hope for good union. 

In regard to closing the wound, I have tried, as most of us 
have, various sutures, and have settled down to the tier 
suture. The character of the suture we use makes very little 
difference. The union* and non-union is largely a matter of 
who does the suturing. A man as experienced as Dr. Deaver 
will have success with almost any suture. He has learned to 
suture in such a way that muscle comes to muscle, fascia to 
fascia, and skin to stin; but the ordinary beginner who uses 
the through-and-through suture will have peritoneum against 
muscle, and muscle against fascia, and his wound will oe up 
one side and down on the other, and, as a natural result, he 
will not have good union. In making tier sutures I cannot 
agree with Dr. Shoemaker about the preperitoneal fat, because 
in a great many cases we operate on we do not find pro- 
. peritoneal fat. We find the peritoneum in close apposition to 
the fascia, and we will find it often adherent to the abdominal 
wall, so it is with difficulty we can separate the two. I like a 
tier suture. I run up the peritoneum with a running suture, 
then take the fascia and the muscle in the next row, and it is a 
very important point to get the two sides of the fascia so that 
they are even together or overlap. If you get them together 
you will have a tight abdomen; if you do not get them to 
gether you will have hernia. The next row I take through the 
skin, cellular tissue, and down through the fascia, reinforcing 
the row of sutures already in the fascia. As to the material, I 
do not like to leave anything under the skin that will remain 
there. I use for the peritoneum a fine gut, for the fascia a 
heavier one, and for the third row silkworm gut or silver wire, 
I used to use Chinese silk, but at present use silver wire, hav- 
ing eone back to my custom of fifteen years ago. I cover the 
whole surface, after the wound is perfectly dry, with silver foil. 
The absenqe of hernia depends upon who does the work. The 
expert man can make union with almost any suture. In re- 
gard to umbilical hernia, I have seen and operated on some 
very bad hernias, and I think the reason that hernias return 
after operation is that often the operator does not go far 
enough. He will make his. cut, and he will find the muscle 
covered with a dense fascia, and will sometimes snip a little 
bit oflf, sometimes not, and attempt to unite the two sides. In 
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these operations for umbilical hernia you must go far enough 
up and far enough down, making a fresh cut through the al3- 
domen in two places (above and below), and then split thor- 
oughly the fascia covering the muscle. You will nnd then 
that the muscle will be free and that you can close it with two 
rows of catgut suture. I do not use silver wire here. You 
should sew together the lower layers on each side, then the 
upper layers on eaoh side, uniting the fascia at the same time 
that you unite the upper part of the muscles, then close with a 
suture that will go through skin and fascia. I think our ab- 
sence of hernias in late days in general abdominal operations is 
rather due to the expertness of the men who are doing it than 
to any particular form of suture. 

Dr. H. D. Bbyea. — In reference to silver wire as a suture 
for the fascia of the rectus muscle in closing the abdominal 
wound, I have employed this method in about 80 cases during 
the last year and a half, and, with Dr. Deaver, I have never 
seen it cause trouble worth speaking of. Among these cases 
there was one patient who complained of pain over the site of 
insertion of one wire suture for a few days after she returned 
home. Another patient had a small amount of suppuration in 
the wound, and after several weeks a wire suture was dis- 
charged. The only other instance where I have known of this 
method causing symptoms was in a case operated upon by Prof. 
Penrose. It was the first time he had used silver wire in the 
fascia, and he did not turn down the ends of the twisted wire. 
The patient being a thin woman, and there was thus little su- 
perficial fascia to bury the ends of the wire, these ends after a 
few weeks almost protruded through the skin. She came back 
to the hospital and I removed the sutures. 

Two methods of closing the abdominal wound are employed 
at the University Hospital. Where the wound is small, as in 
the operation for ventrosuspension of the uterus, the peritoneum 
is closed with fine silk, the fascia of the rectus muscle with in- 
terrupted silver- wire sutures, and the skin is closed with a fine 
silk intracutaneous suture. In introducing the silver wire we 
take pains to catch a considerable amount of the fascia and 
secure accurate apposition, and also we are very careful to turn 
down the twisted ends of the wire. For a time we used catgut 
to bring the superficial fascia together, but found that it now 
and then caused necrosis of tissue and some suppuration fol- 
lowed. In other cases, where the wound is large (after hys- 
terectomy for a large fibroid tumor), the mass silkworm-gut 
sutures are employed, the fascia being closed with silver wire as 
mentioned. I have seen during the last five years, ^f ter all the 
cases operated upon by Prof. Penrose and myself, only two or 
three hernias. 

Dr. R. C. Norris. — I have not had the pleasure of hearing 
Dr. Deaver's paper, but I would like to bear testimony to a 
method I have been employing for nearly three years, that has 
been so satisfactory that I have never felt like making a change. 
In my experience, when drainage is not used, I have found 
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wholly efficient through-and- through sutures of silkworm gut - 
and a running chromicized catgut suture to close the fascia. 
I have followed my cases very closely, to ascertain what pro- 
portion of them developed hernias. As we all know, our hernia 
cases frequently go to other surgeons; but 1 think I have had 
the good fortune to follow my cases very closely, and I can say 
that I have not seen a hernia follow this method of closing the 
wound. The essential principle of the prevention of hernia 
hangs upon accurate apposition of the fascia, and that can be 
brought about by a continuous catgut suture. The strain on 
the wound is borne by the through-and-through sutures, which 
emerge and enter close to the margin of the peritoneum. We 
have the additional advantage of uniting the tissues plane to 
plane. There is also not the same danger of a hematoma, 
which we know sometimes follows when we use a continuous 
catgut suture in tiers. The advantage claimed for stitching 
together separately the cut edges of the peritoneum I could 
never quite appreciate. I have never seen a hernia that was 
not covered with peritoneum. The only theoretical advantage 
of a continuous suture of the peritoneum is that it may prevent 
adhesions to the peritoneal surface. Accurate apposition of 
the fascia of the rectus muscle, through-and-through stitches 
not tied too tightly, in order not to bind the wound or strangu- 
late it, are the features of the method I have used very many 
times and always with satisfaction. 

I formerly used the tier suture, but an occasional hematoma 
and breaking down of the wound convinced me that I, at least, 
could not use that method as satisfactorily as I could the inter- 
rupted sutures with fine chromicized catgut to approximate 
accurately the cut sheath of the rectus muscle. W hen the fat 
in the abdominal wall is abimdant, a subcuticular suture, placed 
before tying the silkworm-gut sutures, will prevent the ever- 
sion of the skin margins of the wound that otherwise is very 
apt to occur. 

Dr. John B. Shobbb. — My method has given me great 
satisfaction and is practically the method Dr. Deaver advanced 
in his paper. I heartily approve of through-and-through su- 
ture in most abdominal wounds. I do not use it in small 
abdominal wounds, as after hysterorrhaphy, because it seems 
scarcely necessary to support these wounds; the tier suture is 
sufficient. I use fine silk for approximating peritoneum for the 
reason Dr. Norris has spoken of — namely, that it may tend to 
lessen the tendency to adhesion — and I follow it up by suturing 
the fascia with strong catgut and then apply the intercuticular 
stitch. In larger wounds I invariably make a practice of sup- 
porting the line of union by a number of through-and-through 
silkworm-gut sutures about one-half to one-quarter of an inch 
apart. For the fascia I use interrupted silver- wire sutures or 
carefully prepared catgut, being very careful to dispose of the 
ends of the wire so that they will not irritate the superficial 
fascia. Throughout- the wound should be kept dry by gentle 
mopping. IE there is much superficial fascia it is closed by 
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a tier of buried catgut, then the intracuticular stitch, after 
which the through -and-through silkworm gut is tied. The 
important thing, as we all know, is to keep each layer approxi- 
mated to corresponding layer, and it is very important to keep 
the wound absolutely dry during the procedure. 

I do not think it makes any difference whether the incision 
is made through muscle or linea alba. In going through the 
linea^ the edges of the sheaths of the recti muscles are always 
split at any rate, thus exposing the fibres and bringing muscle 
to muscle when the wound is closed. 

Dr. John C. Da Costa. — In regard to keeping wound dry^ 
I have had very good success in a method I have adopted for 
three or four years past. As each layer is closed I sponge the 
whole raw surface off with alcohol. I am not at all afraid to 
use alcohol upon the peritoneum, and in using it in this way 
you will have a clean wound, a dry wound, and an aseptic 
wound. People are afraid to use alcohol, fearing it is too great 
an irritant to the peritoneum. One of the good ways of stop- 
ping hemorrhage deep down in the pelvis when you have ooz- 
ing, when you find your packing does not control it and you 
cannot put in a suture, is to take a sponge, dip it in alcohol, 
squeeze it out, and put it in the pelvis. That will keep the 
wound clean and will keep it dry and keep it aseptic. 

Dr. Edward P. Davis. — I have recently had occasion to 
suture several extensive abdominal incisions. Some of these 
occurred after Cesarean operation, when necessarily the inci- 
sion was a large one. In closing these wounds I have not 
endeavored to bring edges of peritoneum together at all, but 
have purposely avoided doing so. I have first introduced silk- 
worm-gut stitches through and through. After they have 
been placed, the edges of the peritoneum have been drawn up 
through the entire length of the wound and stitched by chro- 
micized catgut of medium size. The result of this has been to 
bring the surface of peritoneum just below the cut edge to the 
corresponding smooth surface of the opposite side, and the re- 
sult in my experience is a very firm peritoneal union. I prefer 
this method of bringing the peritoneal edges together. 

If aseptic stitches be properly placed in an aseptic wound 
there is no occasion to interfere with this wound for from ten 
days to two weeks. The wound should be as thoroughly im- 
mobilized as possible. For this purpose I prefer to dress the 
abdominal wound with the usual cot^ton gauze^ and then to 
completely cover this with strips of adhesive plaster passing 
from side to side and overlapping the edges. ' The greatest 
pressure should be made over the solar plexus, and I find that 
shock can be greatly lessened, after operation, by this pressure. 
A many-tailed bandage may be used outside if desired. With 
this method I often leave wounds untouched for two weeks 
after operation, to find perfect union at the first dressing. 

Dr. John B. Deaver. — One point Dr. Beyea referred to 
seems to call for reply — as to silver-wire sutures. After the 
wire is cut it is very important to bury the point, otherwise we 
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must have trouble. The other question, as to division of the 
nerve supplying the belly wall; this is responsible for the 
traumatic neuritis which causes a great deal of the pain many 
of these patients suffer, and which we are sometimes inclined 
to attribute to some defect in repair of the wound. We know 
these nerves are so situated that a vertical wound of any length 
must necessarily entail division of one or more of the nerves. 

Dr. E. p. Davis reported 

TWO CASES OF SACROILIAC DISEASE IN PARTURIENT WOMEN. 

The following cases of sacro-iliac disease in parturient 
women illustrate two phases of the pathology of this affection 
and draw attention to the treatment of this condition. 

Mrs. S. B., agd 25, a Russian, came into her first labor on 
September 8, 1898. She was under the care of a physician, 
who diagnosticated a vertex presentation. As the progress of 
labor was unsatisfactory a consultant was summoned, and, 
after the patient had been in labor forty-eight hours, efforts 
were made to deliver her with forceps. Strong traction was 
employed, with lateral movements of the forceps also. The 
fetal head, however, would not descend, and, failing to deliver 
the patient, a message was sent to the Jefferson Maternity 
requesting her admission. She was brought in by ambulance 
as soon as possible. 

On admission she was examined, in my absence, by Dr. 
Strieker Coles, Demonstrator of Obstetrics in the Jefferson 
Medical College. The fetus was dead, the cervix greatly 
swollen, • the patient's pulse and temperature considerably 
elevated, and shock was present. Dr. Coles performed crani- 
otomy, extracting a child weighing ten pounds. On measur- 
ing the patient's pelvis the following was obtained: anterior 
superior spines, 24 centimetres; crests, 27 centimetres; tro- 
chanters, 28i centimetres; left diagonal, 21 centimetres; right 
diagonal, 22 centimetres; external conjugate, 19 centimetres. 
The placenta was manually removed and the uterus thoroughly 
douched and packed with antiseptic gauze. As the pelvic floor 
was extensively lacerated, as many stitches as the patient's 
condition justified were taken and she was freely stimulated. 
She was very ill for a number of days, being septic, but 
recovered. 

When she had gained control of the functions of the bladder 
and rectum, an examination of the pelvic organs was made. 
It was found that the cervix was largely closed by the contrac- 
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tion of cicatricial tissue. The womb was movable, its motion 
somewhat limited by adhesions, while its involution was not 
complete. A considerable part of the vagina and surrounding 
tissue had sloughed away, leaving an extensive contracting 
surface. So soon as the patient tried to leave her bed or tried 
to sit up she complained of obstinate pain in the left hip, radiat- 
ing down the thigh and particularly referred to the left sacro- 
iliac joint. She made strenuous efforts to get about, as she 
earnestly desired to go home. She succeeded on several occa- 
sions in walking, but each effort was followed by increased 
pain, and she was finally obliged to desist. 

On examination increased mobility in the pelvis could not 
be detected. The location of the pain, however, was positive, 
and pressure on the surrounding tissues, which brought a strain 
upon this joint, was invariably followed by greater pain. 
After observing the patient carefully for ten days, it was evi- 
dent that the pain was steadily increasing and that she could 
not even sit up with comfort. 

Dr. H. Augustus Wilson, Clinical Professor of Orthopedics 
in the Jefferson Medical College, was asked to see the case in 
consultation. He confirmed the diagnosis, and, as the patients 
pulse and temperature were normal and no evidence of abscess 
existed, he advised treatment by immobilization. He accord- 
ingly put the patient at complete rest in an iron frame, sup- 
porting the entire body^, and she is at present in the Maternity 
under his treatment. 

From the time this patient was put in the apparatus her 
pain ceased, thus demonstrating the fact that a definite cause 
existed for her suffering. 

Mrs. F. L., age 24, a Cuban, was seen by meat her residence 
in 1896. She was in bed, seven and a half months in her fourth 
pregnancy, and was under treatment by a physician for rheu- 
matism and sciatica. 

Her family history was negative. She had been fairly well, 
had borne three children in easy labor, and during a large part 
of her life had lived in Cuba. Her illness had come on gradu- 
ally and had been characterized with intense pain over the 
sacro-iliac joint and down the thigh, attended with consider- 
able swelling of the entire left lower extremity. When I saw 
her she had been given narcotics freely and was in a condition 
of partial delirium from pain and opium. 

It was impossible to thoroughly examine or treat her in her 
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home, and at her request she was transferred by ambulance to 
the Jeflferson Maternity. On examination a large bedsore was 
found over the sacrumi Over the left posterior surface of the 
pelvis the tissue was swollen and painful on pressure. Move- 
ment of the lower left extremity in such a way as to bring 
tension upon the pelvis was accompanied with intense pain. 
The fetus was living, in the first position, vertex presentation. 
On vaginal examination, at the region of the utero- sacral liga- 
ment of the left side there was a mass of thickened tissue in 
which no fluctuation could be found. The cervix was thick 
and resisting. 

The left lower extremity was three-quarters of an inch 
shorter than the right. The pelvic measurements were as 
follows: Anterior superior spines, 24^ centimetres; crests, 27 
centimetres; trochanters, 32 centimetres; diagonals, each 22 
centimetres; external conjugate, 19^^ centimetres. The lower 
bowel was full of hardened and impacted feces. The patient 
stated that her bowels did not move for four or five days, and 
the bowel had evidently not been unloaded for much longer. 
The urine was albuminous and contained granular casts. 
The patient was toxemic and in a highly nervous condition. 
After the intestines had been emptied labor was induced and 
a living child delivered with forceps. Under an anesthetic the 
patient was examined thoroughly at the time of labor, and the 
thickened tissues about the sacro-iliac joint of the left side were 
clearly determined. She recovered well from labor, but could 
not nurse her child, which was accordingly weaned. 

Dr. Wilson was asked to see the case in consultation and 
confirmed the diagnosis of sacro-iliac disease and was inclined 
to think it tubercular. The patient was transferred to his 
wards in the Jeflferson Hospital, and was put at rest in the 
apparatus to which reference has already been made. 

She apparently recovered, and was seen at her home about 
eight months ago in good health. On yesterday, however, she 
was again seen and stated that she was five months pregnant. 
The same swelling in the left lower extremity and similar pain 
at the left sacro-iliac region are again developing. She will 
enter the Maternity for confinement. 

It is evident from the structure of the pelvis that in severe 
labor the sacro-iliac joints must be subjected to considerable 
strain. That limited motion is present in these joints dur- 
ing diflScult labor has been ascertained in cases delivered by 
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symphyseotomy. But twice in my experience of eight sym- 
physeotomies, at the time of delivery after the symphysis had 
been opened, the left sacro-iliac joint distinctly yielded during 
the passage of the head. In neither of these cases, however, did 
the slightest inconvenience follow, and the patients recovered 
perfectly. 

If, however, these joints are sometimes injured under careful 
delivery after the symphysis has been opened, it is not strange 
to find that under violent efforts at extraction these joints may 
be subjected to severe strain. That the left should be the one 
usually injured is natural when we consider the fact that in 
most cases of labor the left half of the pelvis bears the brunt 
of impact during the descent of the fetus. The first case re- 
ported is readily understood by reference to the efforts made at 
delivery and the septic infection which accompanied the labor. 

In Case 2 the etiology is obscure. This patient had never 
had a difficult labor, hence mechanical strain is not present 
as a factor. A reasonable explanation of this case seems 
to be that obstinate constipation and resulting congestion and 
inflammation of the tissues about the impacted descending 
bowel caused the thickening and finally the joint implication 
so clearly evident. The condition of pregnancy, by causing 
congestion and thus furthering the development of bacteria, is 
evidently responsible for her present pain. 

That the contents of the intestine may produce pelvic inflam- 
mation is not an uncommon observation. The bacillus coli 
communis and allied germs have been proved to be the causes 
of peritonitis. Cases of obstinate pain in pregnant and non- 
pregnant patients have been not infrequentlj^ relieved by 
thorough emptying of the bowel. 

Dr. H. Augustus Wilson presented a model of the appa- 
ratus employed in the treatment of Dr. Davis' cases. He said: 

It is the old-fashioned cuirass modified to permit of absolute 
immobilization. This consists in part of a hinged trap for the 
use of a bed-pan, in such a way that the patient can be kept for 
upward of a year, if necessary, without being disturbed. W hen 
it is necessary to sponge the back the patient and apparatus 
can be enveloped in a sheet held firmly, the patient turned face 
down on the bed, the apparatus removed, and such sponging 
of the back as is required performed. 

Cases having severe pain during pregnancy, caused by sacro- 
iliac disease, while uncommon, are, I believe, more common 
than ordinarily recorded. When the pain is of great severity 
it is far more apt to be ascribed to sciatica or other more or less 
remote symptoms of disease of the sacro-iliac synchondrosis 
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rather than to the real cause, and the actual pathological con- 
dition is overlooked. 

The existence of typical sacro-iliac disease — i.e., tubercular 
oteitis of this synchondrosis — ^in these cases may be doubted, 
inasmuch as some analogous cases occurring during pregnancy 
sometimes proceed toward complete recovery, which is not the 
usual course when a joint is involved in a tubercular process. 
It seems to me to be clear that the cases reported by Dr. Davis 
were either of the character of severe sprains, or were typical 
tubercular disease with early recognition and arrest of the 
pathological process before suppuration occurred. 

All the symptoms are in perfect accord with cases which, 
not being arrested in the early stages, progressed and subse- 
quently developed abscesses, and therefore there can be, I 
tnink, no doubt as to their real pathological condition. The 
rapid arrest of pain and the speedy recovery of these cases may 
be accounted for, first, by the early, correct diagnosis and im- 
mediate recourse to rational treatment applicable to tubercular 
bone disease elsewhere. 

Bryant^ is the only available text book that refers to partu- 
rition as a cause, and says: '* Disease of the sacro-iliac joint is 
occasionally the result of injury, more frequently following 
parturition, and at times is the secondary effect of disease of 
the bones which form the joint. ^^ 

Erichsen' says: "The sacro-iliac disease is essentially a 
very chronic affection, lasting for months or years.*' And fur- 
ther: *'The prognosis of this disease is always most unfavor- 
able. I am not prepared to say that it is of necessity fatal, but 
I have never seen a patient recover after the full development 
of the disease and after suppuration had set in.** 

Weller Van Hook * reports thirty-eight cases with abscess, 
with only three recoveries. 

Heath * reports three cases, all terminating in abscess forma- 
tion. All were operated upon, with two recoveries and one 
reported still under observation. 

The diagnosis is often difficult for the reason that in the in- 
cipiency, when recognition is of the greatest value, the symp- 
toms are usually not well marked and may readily be confused 
with neuralgia of the hip, sciatica, caries of the spine or hip. 
In none of these affections will lateral pressure upon the 
pelvis elicit pain, as occurs in sacro iliac disease; and while 
this alone cannot be relied upon, its value in conjunction with 
the other symptoms and evidence that the hip and spine are 
not involved will clear up the diagnosis. 

In eliciting the existence of pain by lateral pressure upon the 
wings of the pelvis, it must always be remembered that this 
procedure produces traumatism, which is a potent factor in the 
progress of the disease. The necessity of obtaining a definite 

» *• Practice of Surgery,'* 1875. p. 764. 

* *• Science and Art of Surgery," 1878, vol. xi., p. 300. 
' Journal of the American Medical Association. 

* Clinical Lecture, British Medical Journal, December 16, 1876. 



Digitized by 



Google^- 



184 TRANSACTIONS OF THE SECTION ON GYNECOLOGY, 

diagnosis warrants the resort to this procedure in concluding 
an examination, but its repetition should be avoided as produc- 
tive of harm. 

Complete immobilization of the parts, with entire freedom 
from tension or compression, is now well recognized as the 
means which best favors the arrest and recovery from tuber- 
cular invasion. In no way can this be accomplished so suc- 
cessfully as by recourse to a form of bed that will tend to avoid 
all movement of the legs and pelvis, and at the same time 
be so arranged as to facilitate the use of the bed-pan without 
moving the patient. The appliance that I have modified to 
meet the exigencies of these cases was made for me by A. 
Gustaf Gtef vert & Sons, from whom further information may 
be obtained. 

The application of constricting bands embracing the pelvis 
appears to me to be irrational and opposed to the principles 
applied to all other joints where relaxation, or rather avoidance 
of direct pressure, snould be sought. The tightly- compressing 
pelvic bands so frequently recommended m text books can 
only immobilize the joint by actively compressing the already 
diseased part and thereby committing a surgical sin of the 
greatest magnitude. It is not impossible to suppose that the 
use of this method accounts for the exceedingly unfavorable 
results usually recorded, and there appears to be no rational 
indication for its employment. 

The same remarks apply equally well to the use of counter- 
irritation by blisters and actual cautery, which is likewise 
strongly advocated by text books. 

The use of extension and counter-extension, while easily 
applied, does not appear to offer any advantage over rest by- 
recumbency without extension. Experience has shown that 
enforced recumbent position usually quickly affords entire 
relief from pain, and thereby assists in inducing the patient to 
remain tranquil, without movement, for many months. Ex- 
tension is applicable to other joints for the purpjose of over- 
coming the muscular rigidity by means of which patients 
endeavor to prevent motion, and does not necessarily produce 
a separation of joint surfaces, but often assists in securing the 
relaxation of the parts which is essential for repair. The 
same complete relaxation is obtained by enforced recumbency 
in a suitable appliance, as evidenced by the entire absence of 
rigid muscles and pain usually after the first four or five days. 

The use of crutches is deprecated for the reason that the in- 
termittent relief and pressure occasioned by their use in walk- 
ing is seriously injurious. Even though a high-heeled shoe is 
worn upon the sound side, direct pressure upon the affected 
joint must occur with every movement of either leg. 

During the necessarily long confinement attention to the 
hygiene and gjeneral constitution is required to prevent pressure 
sores and maintain the best possible condition of the body. I 
have found that the use of guaiacol in five-drop doses three 
times daily was well borne and acted favorably. General tonics^ 
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and massage passively applied, with frequent bathing with 
alcohol, greatly increased the comfort of the patient. 

Dr. R. C. Norris. — It has never been my fortune to see a 
case of true sacro-iliac disease follow labor. I have seen cases 
of intense pain and disability referred to the sacro-iliac joint, 
but I have never been able to convince myself that there was 
actual structural change in the joint. I believed these cases 
of severe pain located in this region to be the result of pressure 
upon the nerve trunk or nerve plexus. I have seen a few 
women who for six or eight weeks after labor could not walk 
on account of pain, and have administered medicines with the 
idea that they were suffering from neuritis. One patient I 
have in mind particularly who had an easy induced labor, 
accompanied by no traumatism, and who had intense and ago- 
nizing pains in this region of her body. After rest in bed for 
three weeks failed, she was relieved by the free use of the sali- 
cylates. The cases Dr. Davis has reported are exceedingly 
interesting, and as he read the notes of them the only question 
in my mind was as to the diagnosis, but I should not question 
that, since both he and Dr. W ilson studied the cases critically. 
In my experience I have looked upon analogous cases as due to 
neuritis. 

Dr. Wilson. — I believe that the majority of writers, Bryant, 
Bradford, Lovatt, state that there is no disease simulating 
sacro-iliac disease which gives the evidence of pain upon lat- 
eral pressure, such as always occurs in sacro-iliac disease. In 
both of these cases to which Dr. Davis has referred the diagno- 
sis was cleared up by this measure. 

Dr. John B. Deavbr* — I would not care to take exception 
to Dr. Davis, but the fact that so few cases of sacro-iliac dis- 
ease recovering are on record would make me incline to believe 
that the second case he reports, where the trouble is recurring, 
was probably not so serious; it was entirely due to parturition. 
I have yet to see a case of sacro-iliac disease. It occurred 
to my mind that the recurrence of pains, in one case, on sub- 
sequent pregnancy tended to confirm belief in the trouble being 
due to pressure on nerves incident to parturition. As to Dr. 
Wilson's statement in regard to actual cautery and blisters, 
there are certain underlying principles of surgery which 
it seems to me are pretty difficult to discard. In synovitis of 
extremities I believe Dr. Wilson will admit that he has seen 
blisters do a great deal of good and he has seen the actual 
cautery do good; but I grant that the present generation does 
not use them as much as the older generation. I would be 
very much inclined, among other agents, to resort to that 
means. The appliance the doctor exhibits is very ingenious 
and has served the purpose beautifully in these cases. ** The 
proof of the pudding is in the eating of it,'' as the old saying 
puts it. It would occur to my mind to envelop a case of 
this kind in plaster-of- Paris. Of course the apparatus immo- 
bilizes the entire body, and the plaster would immobilize pelvis 
but could not immobilize the extremities. It is, I think, an 
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open question as to the second case Dr. Davis narrates being 
one of sacro-iliac disease. 

Dr. Jelks (guest). — I was very glad to hear Dr. Wilson re- 
fer to Weller V an Hook. I have the honor to have been one 
of his teachers years ago. He has written more upon the sub- 
ject than any writer, and is an authority, and the best we have, 
on sacro-iliac disease. It has been my fortune in Hot Springs, 
Ark., to see a good many cases. I have seen none connected 
with labor, and hence I am not prepared to discuss this paper 
as to its appearance after labor. Personally I have seen no re- 
coveries. They leave in as bad shape as when they come. I 
thank Dr. Wilson very much for his remarks and demonstra- 
tion of this immobilizing apparatus. 

Dr. D. Longaker.— I have never seen a case of sacro-iliac 
disease follow parturition. I have seen a great number of 
cases where severe and rather prolonged traction with axis- 
traction forceps was made and without injury to the sacro-iliac 
joint in any instance. 

Dr. Edward P. Davis. — When these cases were first seen, 
neuritis of the pelvic nerves seemed the most probable diagno- 
sis. Such cases are not at all rare. In these patients, how- 
ever, the symptoms of neuritis were absent, and, upon con- 
sultation with Dr. Wilson, the effect of lateral pressure and 
the other characteristic symptoms described made the diagnosis 
no longer doubtful, I have seen after symphyseotomy two 
cases in which the left sacro-iliac joint yielded during the ex- 
traction of the child. Both of these patients, however, recov- 
ered without trouble and developed no complication. In regard 
to Dr. Deaver's suggestion that in the second case the pressure 
of the child causes the pain, we mu^t remember that the pain 
and disability remained after labor and when the woman was 
convalescent from labor. In these cases, also, neuritis of the 
pelvic joint could not be found. The treatment suggested by 
Dr. Wilson has been so satisfactory in the first case that I think 
we may hope for her complete recovery. In regard to the sec- 
ond patient, who is now pregnant, it seems possible that the 
increased vascularity of the parts, which pregnancy brings, 
lights up a chronic inflammation which otherwise would be 
latent. 

Dr. Edward P. Davis presented a specimen of 

unruptured cyst OF THE BROAD LIGAMENT. 

This tumor was taken from a woman, age 29, who had borne 
one child. It completely filled the left broad ligament, had 

fushed the uterus downward and backward and to the right, 
t was removed without rupture by separating its adhesions to 
the anterior and posterior layers of the broad ligament, making 
a pedicle of the left tube, and removing a portion of the tube 
and ovary, which were firmly adherent to the tumor. The 
tumor seemed to involve a portion of the ovary. The layers of 
the broad ligament were then brought together with fine silk 
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and the uterus replaced. The opposite tube and ovary seemed 
healthy. 

On examining the tumor a difference of opinion existed 
regarding its nature. Some thought it a hydrosalpinx, while 
others considered it a cyst of the broad ligament in which hem- 
orrhage had taken place. The tumor contained a dark fluid, 
and its wall resembled a membrane lined with epithelium. 
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